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Markell & Voge—-Diagnostie Medical Parasitology—New! 


A useful new manual—tells how parasitic organisms may be identified in the laboratory. Sketches, dia- 
are acquired, how they produce disease in man, what grams and microphotographs help speed your recog- 


their habits and characteristics are, and how they nition of the various organisms. See details just inside. 
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Second Edition 


Welch & Powers— 
The Essence 
of Surgery 


A basic framework of universally 
useful principles that do not change 


The authors have developed in this new book a 
remarkable tool for understanding surgery as a 
separate, clearcut discipline of medicine. Basic 
principles are presented in a concise and readable 
manner. Under their scheme of presentation all 
surgical injuries are reduced to these 3 types: 
(1) Loss of body tissue. (2) Loss of body fluids. 
(3) Infection. Surgical measures are considered 
to fall within 4 basic types. They are: (1) Treat- 
ment of wounds. (2) Extirpative surgery. (3) 
Reconstructive surgery. (4) Physiologic surgery. 


As the authors approach and carefully discuss 
all surgical injury and its repair from this limited 
point of view, many previously obscured prob- 
lems become more simplified. You begin to see 
how the same principles of treatment apply re- 
gardless of the type of surgery involved. How- 
ever, you'll find more here than just principles. 
The section on Fluid & Electrolytes is one of the 
most lucid ever to appear in print. There are 
scores of hints and helps in operative technique. 
You'll find unusual suggestions on tissue hand- 
ling, manipulation of instruments, anesthesia, ete. 


By C. STUART WELCH, M.S., M.D., Ph.D., Professor of Surgery; and 
SAMUEL R. POWERS, Jr., A.B., M.D., M.Se.D., 
Surgery, Albany Medical College of Union University. 308 pages, 614” x 914”, 
illustrated. $7.00. New! 


Professor of Experimental 


Nesselrod— 


Clinical 
Proctology 


Solid help for the non-specialist 
in commonly met anorectal problems 


Here is a wealth of practical aid on diagnosis 
and management of proctologic disease and dis- 
order. This second edition is completely up-to- 
date including a thoroughly revised chapter on 
Anal Pruritis, a new chapter on Anal Contrac- 


ture—plus—latest drugs, today’s surgical tech- 
niques, and current methods for early detection 


of rectal and colonic cancer. 

There’s ready help on dozens of problems 
like these: Clear do’s and don‘ts in inserting 
and using the proctoscope and sigmoidscope— 
Treatment of bleeding in anal fissures—Exami- 
nation under anesthesia—Use of suppositories— 
Differential diagnosis in hemorrhoids—Treat- 
ment of abscesses—Telltale signs of diverticuli- 
tis—Electrosurgery for polyps—Palliation for 
rectal cancer—Enemas—Etc. 

Etiology, symptoms, pathology, differential diag- 
nosis and treatment are fully covered for all 
anorectal diseases and disorders commonly met 
in normal practice. Indications for surgery are 
clearly discussed. In many cases procedure is 
outlined. Vivid, practical ilk 
plete with legends—swiftly tell their own story. 


(Med.), M.D., F.A.C.S., 
Nor.hwestern” University Medical 


By J. PEERMAN NESSELROD, B.S., M.S., M.Se., 
F.A.PS., 
School ; 
mate, American Board of Proctology; Captain (MC), USNR. 292 pages, 6” x 
94”, illustrated. $7.00. Second Edition-Published June, 1957. 


Assistant Professor of Surgers, 
Attending Surgeon, Division of Proctology, Evanston Hospital; Diplo- 


Kil—Funetion of the Ureter & Renal Pelvis 


Helps to answer puzzling questions regarding the transport of urine 


Dr. Kiil discusses in detail the techniques of 
urometry and retrograde urography used to study 
the function of the ureter and renal pelvis. He 
then examines normal physiology of the tract, 


telling you what his investigations revealed 
about: Ureteral response to changes in urine 


flow—Ureteral activity during  micturition— 
Mechanisms of ureterovesicle closure—Effect of 
drugs on tract—Mechanism of peristaltic con- 
traction—Ete. 

The final section throws new light on many 
pathologic conditions affecting the tract. You'll 
find valuable information on: Ureteral activity 


Accepted for entry as second class mail at the 


during infection and during r Empty- 
ing mechanism of the hydronephrotic renal pel- 
vis—Intrapelvic pressure in hydronephrosis— 
Ureteral activity during pregnancy. 

The material here will give you a new founda- 
tion on which to base your diagnoses and treat- 
ments—particularly in regard to renal tubercu- 
losis, ureteral stones, hydronephrosis, cystopye- 
litis and prostatic hypertrophy. 


By FREDERIK KIIL, M.D., Research Associate, Institute for Experimental 
Medicai Research, University of Oslo; Assistant in Medicine, Ulleval Hospital, 
205 pages, 644" x 94", illustrated, $7.50. 

Published September, 1957. 


Oslo, Norway. 
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Markell & Voge—Wia gnostic 
Medical Parasitology 


a guide to laboratory diagnosis of protozoan 
and helminthic diseases of medical importance 


A useful new manual to familiarize you with the wide range of 
parasitic organisms, their habits, characteristics, and methods of 
demonstrating them in the laboratory. Specific instructions on 
the collection and preservation of specimens are clearly set ay et ad ae 

 dentifvi of Figure 105. Sarcoptes scabiei, adult 
orth. Analytic methods for identifying the various types o female. (Photomicrograph by Zane 
parasites are explicitly described. Price) 


Contents 


This concise presentation of essential facts about protozoan, 
helminth and arthropod parasites will be useful to physician, 


student and clinical laboratory technician. A wealth of draw- 1 

ings, sketches and microphotographs show typical appearance of 

parasites as seen in lab specimens. All have been carefully Host Relations 6 , 

planned to emphasize points of diagnostic importance. 
Stool Specimens 10 

Although treatment is not detailed, you'll find extremely valu- Intestinal Protozoa 30 

able background material for management of such problems ae. Oe 

as: Tape worm—Vaginal trichomoniasis—Rocky Mountain 

aremia—Ete. Malaria .......... 134 


Other Blood Parasites: Hemo- 
In the chapters dealing with tec hnical methods the physic ian Saguliates end Filleics 154 
will find information enabling him to more effectively utilize 7 as 
his lal af Parasites of the Genito- 
1s laboratory service. Mere are a tew of the discussions: > pecia Urinary Tract ........................182 
methods for recovery of helminth ova—Estimating worm bur- Ast aay ; 
© The Tissue Parasites..... 188 


den—Certain culture methods—How to use Field’s, Giesma’s, 
and Wright’s stains in blood film and tissue impression smears. 
—Preservation and shipment of specimens. 


Arthropods and Human Disease._.214 
Pseudoparasites and Pitfalls 232 
Special Diagnostic Methods 238 


Increasing world travel and speed of communication are intro- Fixatives, Stains and 

ducing ever greater numbers of exotic diseases in our midst— Common Procedures............ 253 
the alert physician will welcome a source to familiarize himself References Cited in Text..........265 
with them. This is such a source. 


By EDWARD K. MARKELL, Ph.D., M.D. and MARIETTA VOGE, M.A., Ph.D., Assistant Professors of Infectious Diseases, 
Division of Parasitology and Tropic Diseases, Department of Infectious Diseases, School of Medicine, University of California. 
Los Angeles. 290 pages, 64,” x 9”, with 115 illustrations. About $7.50. Just Ready! 


W. B. SAUNDERS COMPANY West Washington Square, Philadelphia 5, Pa. a 
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Associate Professor of Pharma- 
cology, Cornell University Med- E the B. 
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DRUGS OF CHOICE 1958-1959 


THOMAS P. ALMY, M.D. 
JAY M. ARENA, M.D. 
JOSEPH F. ARTUSIO, JR., 
M.D. 
ALVAN L. BARACH, M.D. Edited by Walter Modell, M.D. 
a P. BARR, M.D., LL.D., Written by 37 Eminent Contributors 
c.D. 
WILLIAM B. BEAN, M.D. 
HYLAN A. BICKERMAN, 
M.D. How I can make a patient vomit, and how I can purge or sweat him, are matters which a 
JOHN J. BONICA, M.D. druggist’s shopboy can tell me offhand. When, however, I must use one sort of medicine 
McKEEN CATTELL, Ph.D., in preference to another, requires an informant of a different kind—a man who has no 
M.D. little practice in the arena of his profession.—SyDENHAM 
A. B. CHOWDHURY, 
M.B., D. Phil. 
GEORGE L. COLLINS, JR., 
M.D. 


With the steady stream of new synthetic drugs created by chemists rapidly 
increasing, and with many of them being introduced prematurely on the 
market, the matter of evaluating drugs in current use is a Herculean task 


WILLIAM DAMESHEK, M.D. for the busy practitioner or specialist. A totally-different book in the nature 


M. EDWARD DAVIS, M.D. of its coverage from any other available today, DRUGS OF CHOICE 1958- 
ALAN K. DONE, M.D. 1959 gives valuable assistance and practical guidance to the selection of the 
JOSEPH C. EDWARDS, M.D. best drug for a particular therapeutic situation. 


M.D., D. Sc. (Med.) The first in a series of biennial volumes, this is the one, authoritative ret- 


NICHOLAS W. FUGO, Ph.D., erence that you can confidently refer to for clear, unbiased answers to the 

M.D. continually-recurring problem of which drug, in a rapidly-changing scene, 
ROBERT G. HEATH, M.D. is at this given time the drug of choice for the specific therapeutic problem 
PAUL H. HOCH, M.D. at hand—and why this is the optimum drug for this condition. Edited by 
SIBLEY W. HOOBLER, M.D. Dr. Walter Modell and written by 37 eminent clinicians and teachers who 
DAVID KARNOFSKY, M.D. expressed their opinions of the drugs in current use in their fields, based on 
BS. H. KEAN, 34D. their own specialized knowledge and experience, this is a 931-page volume 


LOUIS LASAGNA. M.D. of up-to-date unbiased opinions to guide you from your diagnosis to the 
preferred treatment. 


DONALD D. LATHROP, M.D. 
ROBERT LICH, JR., M.D., You'll find DRUGS OF CHOICE 1958-1959 a comprehensive book—one that 
M.S. (Path. ) covers all therapeutic situations for which a drug is available. This volume 
SS ee is arranged for your convenience—with each chapter discussing the choice 
S6Sh. Cheineutee, US. of drugs for a specific therapeutic problem. The author of each chapter 
Navy gives an appraisal of the therapeutic value of the available drugs based on 
PAUL L. McLAIN, M.D. convincing clinical evidence, the basis of choice of the optimum drug and 
WALTER MODELL, M.D. the clinical considerations. Selected references show the data on which the 
JOHN H. MOYER, M.D. opinions expressed are based. Particularly helpful and time-saving is the 
TRACY JACKSON PUTNAM, alphabetically-arranged Drug Index which gives you a capsule account of 
M.D. the drug, the forms in which it is available and the dosage. As far as prac- 
tical, the proprietary names under which a single drug is marketed are 
shown along with the name of its manufacturer or distributor. 


GEORGE G. READER, M.D. 
PAUL K. SMITH, Ph.D. 
HERMAN STEINBERG, M.D. 


—— B. SULZBERGER, Just Published. 931 pages, 6%4” x 934”, illustrated. Price, $12.75 


JOHN H. TALBOTT, M.D. At Your Favorite Bookstore or Order on 10 Day Approval From 


The C. V. MOSBY Company 


3207 Washington Boulevard e St. Lovis 3, Missouri 
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new books from 
LIPPINCOTT 


Coming Soon 
_ELECTROCARDIOGRAPHY 


Michael Bernreiter, M.D., University of Kan- 
sas School of Medicine 


Designed to be of particular aid to the practicing 
physician, this new book thoroughly explains the 
basic principles of electrocardiography. It presents 
a thorough discussion of the interpretation of the 
electrical phenomena produced by cardiac action 
in both normal and abnormal heart conditions. 
Liberally illustrated with schematic drawings and 
electrocardiograms showing diagnostic features of 
the subjects under discussion. 


130 Pages 92 Illustrations NEW 1958 $5.00 


PRINCIPLES OF RESEARCH 
IN BIOLOGY AND MEDICINE 


Dwight J. Ingle, B.S., M.S., PhD. 
Professor of Physiology, The Ben May Laboratory for 
Cancer Research, University of Chicago 


A stimulating new book for those preparing for or 
beginning research in medicine and the biological 
sciences. It is an introduction to the principles and 
the philosophy of research, and emphasizes the dif- 
ficulties and pitfalls to be recognized in the labo- 
ratory. Although basically elementary, the book 
includes some difficult and highly controversial 
concepts which challenge the imagination of the 
reader. 


123 Pages NEW 1958 $4.75 


J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.Q. 


Please enter my order and send me: 


NEW AND NONOFFICIAL DRUGS 1958 $ 3.35 


AMERICAN DRUG INDEX 1958 


Charles O. Wilson, Ph.D., and Tony Everett Jones, 
Ph.D. 


Authoritative, up-to-date information on 15,000 
drug preparations, their generic and trade names, 
manufacturers, dosages, forms, etc. Indexed and 
cross-indexed for quick, positive identification. 


716 Pages 2,000 Changes NEW 1958 $5.00 


NEW AND NONOFFICIAL DRUGS 
1958 


(Formerly “‘New and Nonofficial 
Remedies”’) 


Gives all essential information on new official and 
nonofficial drugs evaluated by the Council on 
Drugs of the A. M. A. Describes composition, 
gives chemical formula, actions, uses, dosage, 
available preparations. Cross-indexed. 


645 Pages 48 New Monographs NEW 1958 $3.35 


ABDOMINAL OPERATIONS BY THE 
VAGINAL ROUTE 


Professor Dr. Paul Werner and Dr. Julius Sederl. 
Translated by L. M. Szamek, M.D. With a Foreword 
by Richard W. TeLinde, M.D. 


The first atlas in world literature to present with 
precision and clarity all abdominal operations cur- 
rently performed by the vaginal route. Discusses 
advantages and situations in which the vaginal ap- 
proach is appropriate and those in which it is not. 


165 Pages 120 Illustrations NEW 1958 $9.00 


Rypins’ MEDICAL LICENSURE 
EXAMINATIONS 


Walter L. Bierring, M.D., F.A.C.P., M.R.C.P., Editor 


An orderly one-volume presentation of the several 
fields of medicine permitting a dependable review 
of the material covered in the undergraduate 
medical course. Includes all that the authors con- 
sider essential in the light of modern examination 
trends. 


856 Pages 8th Edition, 1957 $10.00 


LIPPINCOTT 


ELECTROCARDIOGRAPHY ................ $ 5.00 
ABDOMINAL OPERATIONS BY THE 
PRINCIPLES OF RESEARCH IN BIOL- $ 9.00 (MONTREAL 
OGY AND 4.75 
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AMERICAN DRUG INDEX 1958... $ 5.00 $10.00 
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BOOKS FOR YOUR DAILY GUIDANCE 


Goldberger—Unipolar Lead Electro- 


cardiography & Vectorcardiography 

By EMANUEL GoLpBERGER, M.D., F.A.C.P. 
Associate Attending Physician, Montefiore Hospital, New York; Cardi- 
ologist and Attending Physician, Lincoln Hospital, New York 
Dr. Goldberger describes abnormalities of the heart in terms 
of standard leads, augmented unipolar extremity aV leads 
and unipolar precordial V leads. This edition contains a 12- 
chapter section on vectorcardiography, including fundamen- 
tal principles. “Recommended without reservation.’ —Texas 
State Journal of Medicine. 


3rd Edition. 601 Pages. 312 Illustrations. $10.00 


Bonica—The Management of Pain 
By JOHN J. Bonica, M.D. 
Director, Department of Anesthesia, Tacoma General and Pierce 
County Hospitals, Tacoma, Washington 
How to cope with pain, how to prevent and stop it is the 
subject of this highly important and well-illustrated work. 
Emphasis is on the use of analgesic block in diagnosis, prog- 
nosis and treatment. “‘An unusually fine book.’’—S.G.GO. 


1533 Pages,7”x 10". 785 Illustrations on 444 Figures 
and 52 Tables. $20.00 


Ormsby and Montgomery— 
Diseases of the Skin 
By the Late OLIVER S. Ormsby, M.D. 


University of Illinois, Chicago 
and HAMILTON MONTGOMERY, M.D., M.S. 
Professor of Dermatology and Syphilology, Mayo Foundation for 
Medical Education and Research, Graduate School, 
University of Minnesota, Rochester 
"This book is the closest possible to actually occupying a 
place in a dermatology amphitheatre. It is the most compre- 
hensive coverage imagined. The style of writing is excellent. 
The illustrations are 


8th Edition. 1503 Pages. 750 Illustrations on 666 Figures, 
and 18 in Color on 11 Plates. $22.00 


LEA & FEBIGER 


Please enter my order and send the books indicated below: 
(0 Check enclosed (CO Bill me at 30 days 


Goldberger—Unipolar Lead EKG’s and Vectorcardiography 
C) Bonica—The Management of Pain 
[) Ormsby and Montgomery—Diseases of the Skin 


Watkins—Man. of Electrotherapy 
By ARTHUR L. WarTKINs, M.D. 


Assistant Clinical Professor of Medicine, Harvard Medical 
School; Chief of Physical Medicine, Massachusetts 
General Hospital, Boston 


This new book tells how, when and where to use electro- 
therapy in the diagnosis and treatment of disease and injury. 
Medical uses and technics of application are explained fully. 
Based on the works of the late Richard Kovacs. 


New. 259 Pages. 167 Illus. and 1 Plate in Color. 
34 Tables. $5.00 


Burch & Winsor—A Primer of 
Electrocardiography 
By Georce E. Burcu, M.D., F.A.C.P. 


Henderson Professor of Medicine, Tulane University 
School of Medicine, New Orleans 


and Travis Winsor, M.D., F.A.C.P. 


Assistant Clinical Professor of Medicine, University of 
Southern California Medical School, Los Angeles 


With this book all who are starting to learn about and 
interpret electrocardiograms can acquire a fundamental 
knowledge quickly and easily. ‘‘Recommended.’"—].A.M.A., 
September 3, 1955. 


3rd Edition. 286 Pages. 281 Illustrations. $5.00 


Twiss & Oppenheim—Disorders of 


the Liver, Pancreas & Biliary Tract 
By JOHN RussELL Twiss, M.D., F.A.C.P. 


Assistant Professor of Clinical Medicine, New York University 
Post-Graduate Medical School 


and ELLior OPPENHEIM, M.D., F.A.C.P. 


Assistant Professor of Clinical Medicine, New York University 
Post-Graduate Medical School; AND CONTRIBUTORS 


Emphasis throughout this highly useful work is on medical 
diagnosis and treatment. ‘Valuable for the day-by-day man- 
agement of patients.”"—Southern Medical Journal. 
653 Pages. 136 Illus. & 7 Plates, 3 in Color. 
48 Tables. $15.00 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 
Canadian Agent: The Macmillan Company of Canada, Ltd., 70 Bond St., Toronto 


(J Charge under your partial payment plan 
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UNIQUE 


in the treatment 
of severe 
hypertension 


BECAUSE 


it Increases 
renal blood flow 


Inherent as a basic prob- 
lem of severe hyperten- 
sion is renal ischemia, 
Even though they re- 
duce blood pressure to 
varying degrees, antihypertensive 
agents may often diminish renal 
blood flow. 


Apresoline not only lowers blood 
pressure but increases renal blood 
flow and cardiac output, producing a 
“most striking improvement in car- 
diovascular and renal function . . .”* 


*Judson, W. E., Hollander, W., and Wilkins, 
R. W.: Circulation 13:664 (May) 1956. 


SUPPLIED: 
Ampuls, 1 ml., 20 mg. per mi. 
Tablets, 10 mg. (yellow, 


double-scored), 25 mg. (blue, = ® 
coated), 50 mg. (pink, coated); 
bottles of 100, 500 and 1000. q 
Tablets, 100 mg. (orange, coated); 
hydrochloride 


botties of 100 and 1000. 


Cc I B A Qhydralazine hydrochloride CIBA) 


SUMMIT, N. Jd. 


HOW CAN YOU HELP THE MENTALLY RETARDED CHILD? 


The cause and management of various mental deficiency states are discussed in 


the May issue of sTaTE OF MIND. Watch for it in your mail. CIBA 


+ 


Awusin upon arising must often be dealt with as part 
of a therapeutic regimen. In addition to the well-known 
syndrome of early pregnancy, several other causes of 
“breakfast anorexia” are recognized. Generally psycho- 
logical in character, they include fear or lack of enthusiasm 
in facing the day, distaste or intolerance for the fried and 
fatty foods commonly served at breakfast, and habit 
patterns such as late rising with the inevitable morning 
rush. Obese patients who “‘cannot” eat breakfast tend to 
overeat during the day in order to overcome the deficit. 


When “breakfast anorexia’? must be overcome, phy- 
sicians find that a dish of steaming oatmeal as the main 
food at breakfast is a great help in the solution of this 
problem. Its inviting warmth and delicious taste make the 
oatmeal dish appealing even when appetite is poorest. 
It also provides readily available energy for a morning of 
productive work; it helps to allay hunger throughout the 
morning; it makes a notable contribution to the day’s 
nutritional needs; it is low in fat, and is easily digested. 


Oatmeal is richer in protein than all other whole-grain 
breakfast cereals. It ranks among the highest in thiamine, 
Quaker Oats and Mother’s Oats, and contributes other B vitamins as well. It is outstand- 
the two brands of oatmeal offered ing for its iron content. 
by The Quaker Oats Company, 
are identical, Both brands are 
available in the Quick (cooks in - 
one minute) and the Old-Fash- easier in many ways by a morning dish of oatmeal and 


ioned varieties which are of il = il ial 
equal nutrient value. milk, so quickly and easily prepared, and so gratifying. 


The correction of “breakfast anorexia” can be made 


‘The Quaker Oats @mpany 
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Documentary Case History... 


Hypertension controlled 


for four years with 


(reserpine CIBA) 


K. C., a 67-year-old retired shirt manufacturer, had a 
16-year history of hypertension, was troubled by recur- 
rent dizzy spells and headaches. “‘I’d get several attacks 
a day. ... Usually I'd go into the bedroom and lie down.” 
Serpasil therapy was started four years ago, effecting a 
gradual reduction of the patient’s initial blood pressure 
of 220/120 mm. to the present 140/80. Now well and 
asymptomatic, “. . . I’m able to go to matinees and see 
some of the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored), 2 mg. (scored), 1 mg. 
(scored), 0.25 mg. (scored) and 0.1 mg. 

Ecrxirs, | mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


ENVIRONMENTAL ENDOGENOUS 


Hypertension controlled through 


SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


I B A 


Adapted from Moyer, J. H., Dennis, E., and Ford, R.: 
Arch. Int. Med. 96:530 (Oct.) 1955. 
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The fingertip derives its sensitivity 


from nerve endings that make up the 
anatomy of touch. These include the — 
Pacinian, Ruffini’s and Meissner’s Pecinien corpuscles 
corpuscles. This tactile apparatus helps 


surgeon, diagnostician, sculptor and 
musician exercise their complex skills. 


THE ANATOMY OF TOUCH 


“Built-in” sensitivity identifies every RAMSES” unexcelled rubber pro- 
phylactic. RAMSES are preferred by many men because their trans- 
parency, smoothness and demonstrable thinness contribute to retention 
of natural sensitivity. Yet they are amazingly strong. : Siete aes 


Ruffini’s corpuscles 


corpuscles 
Many physicians now specify prophylactics routinely to prevent husband- 


wife re-infection. “. . . Trichomonas vaginalis in the male is the principal 
factor of re-infection in the female. . . .”"' The husbands cooperate more 
readily in your treatment plan when you acquaint them with RAMSES, 
the prophylactic with “built-in” sensitivity. 
1. Feo, L. G., et al.: J. Urol. 75:711 (April) 1956. 


RAMSES* 


prophylactics 


JULIUS SCHMID, rnc. 
423 West "55th Street 
New York 19, N. Y. 


RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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RUSBER PROPHYLACTICS 


in metabolic 
insufliciency 


‘Cytomel’ “*. . . is quite effective in treat- 
ing patients with the syndrome of meta- 
bolic insufficiency . . .” 


Marshall, J.S.: Hypometabolism, 
Bull. Geisinger Memorial Hosp. 
& Foss Clin. 9:115 (Aug.) 1957. 


5 mcg. & 25 meg. (scored) tablets 


Smith Kline & French 
Laboratories, Philadelphia’ 


*T.M. Reg. U.S. Pat. Off. for liothyro- 
nine, S.K.F. (L-triiodothyronine or LT3) 
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Radium and Radon for 
all Medical Purposes 


“ASS 


Prompt Delivery 


More than 40 years serving the 
Medical Profession 


RADIUM CHEMICAL CO., Inc. 


161 East 42nd Street 
NEW YORK 17, N. Y. 


fast, lasting relief 


no acid rebound 
nonconstipating 


contains no laxative 


Formula: Each tablet or teaspoonful containa: 
Aluminum hydroxiae gr. 
Magnesium trigiticats (U.S.P.) 7% gs. 


WARNER-CHILCOTT 


“All your affairs in order?” 


— 
ifs 12 J.A.M.A., April 26, 1958 
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in each of these indications 
for a tranquilizer... 


SR is a cardiac patient. His doctor 
put him on ARARAX because (+) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


PN suffers from anxiety and pep- 
tic ulcer. But now his doctor has 
him on ATARAX because (+) it low- 


UNS secretion while it tran- 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is well tolerated, even 
by children. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 


gives you 
these benefits 


New York 17, New ¥ 
Chas. 
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“term report that tastes as fresh 
_ smooth after months as it did the first day. Tirratac g 
fast and prolonged — of hyperacidity ithout 


creamy, mint-flavored white tablet 
slycine and 0.42 Gm, caleium carbonate, 


d 0.70 Gm. calcium 


TITRALAC IS A REGISTERED TRADEMAR 
FORMULA 


“Why don’t you invite the Jacksons? I put her on a strict diet.” “I don't think you love me! I heard that you were 
very calm and unruffled while you were waiting!” 


ae 14 J.A.M.A., April 26, 1958 | 
tastes good month after month 
Schenfats) SCHENLABS PHARMACEUTICALS, INC w York 1, 
Manufacturers of (penicillinase) for penicillin reactions, 
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IONIZING RADIATION A 
George Tievsky, M.0., 


ELECTROCARDIOG2AM 
E. Hole, M.D., Che 
HYPOVENTILATION AND / 
FOR THORACIC SURGE 
C. Stephen, / 
ond Michel Bourgeoi 
CHELATE IRON THERAPY 
Murray Fronklin, 
ond C. 8. Kemp, F 
OBSERVATIONS ON 
L. C. Scheffey, M/ 
HEALTH SERVICES 
T. €. Sheffer, 


COMPETITIVE ATHLE well-tolerated iron preparation 


“clinically effective and 


J. Reichert, 


ORGANIC AND © 
H. Weir, 


DISORDERS OF 
W. Ke 


for oral administration... j 
CLINICAL / [with] a high factor of | 


CEU 
safety against fatal poisoning.?77™ 


*Franklin, M., et al.: Chelate Iron 
Therapy, J.A.M.A. 166:1685, Apr. 5, 1958. 
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created by 

the chemistry 

of helatior 

to meet a 
“pressing need” 

in oral iron therapy 
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REPORTING... 


a new chemotherapeutic 
advance in oral iron therapy 


“The chelation of iron permits the formation of a clinically etfective 
and well-tolerated iron preparation for oral administration. 

Since iron choline citrate also possesses a high factor of safety 

in terms of prevention of accidental poisoning in children, 

the physician should welcome the addition of this agent to his 
therapeutic armamentarium.”* 


chelate iron therapy’ 


(Iron Choline Citrate) 


¢ notable assurance of effectiveness 
¢ notable freedom from g.i. distress 


e new margin of safety in the event of 
accidental overdosage 


Whatever the practitioner’s former agent for iron deficiency 
anemia—FERROLIP, new chemohematinic created by the chemistry 
of chelation, merits serious practical trial. 


TABLETS — Three FrerRROLIP Tablets supply 1.0 Gm. iron choline citrate,* 
equivalent to 120 mg. elemental iron and 360 mg. choline base, 
Bottles of 100 and 1000. 


SYRUP — One fluidounce of FERROLIP Syrup provides 120 mg. elemental iron, 
the equivalent of 3 tablets, Pints and gallons. 


PEDIATRIC DROPS — Each cc, of FERROLIP Pediatric Drops provides 16 mg. 
elemental iron and 48 mg, choline base, In 30-cc, unbreakable 
plastic squeeze bottles. 


*Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, Apr, 5, 1958. 
tU.S. Pat. 2,575,611 
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iron can no longer be 

bstance. Clark *® states 

» is a potentially lethal 

ridespread use of iron 

ming in children 
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the 
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lhe physician must 


s 
= | responsibility of warning all 
patients that iron preparations may be dangerous 
if allowed to get into the hands of children. 
There is no doubt that necrosis of mucosal tis- 


sues occurs in cases of iron poisoning in children, 
for the preparation ingested is usually ip fk 
form. in this study iron was a 
aqueous solution, and, ip the degree of 
gross traun 

cient to accouni 


tionsn » between elev 


experimental 
licate a positive rela- 
ion of serum iron level and 


th< 1 off f the orally administered iron 

solu! Vlarkedly elevated serum iron levels de- 
1 idly despite the presence of a physically 

Vek Ve aes prese We QI pay 1ca 


Although the possibility exists that the relatively 
low serum iron levels produced by massive doses 
of the chelated iron may be due to increased rates 
of a Tor ice Of ira » we are of the ian 
that they reflect a tow er 


metal into the cireul \ere- 


fore, Im Whos 


be co dt nove sorptive intoxication. 
is ire » considerations that 


ter 
xd on the systemic aspects 


of ac iron poisoning, both in terms of preven- 
tion of rapid nent of iron into the ci oul 
tion and in terms of combating the effects of the 


th tin- 
ic ‘ are 
nc ul re- 


to normal. Beyoud this point there appears to be 
no virtue in npting to increase the rate of iron 
uptake. In fact, it would appear that any agent 
capable of producing marked elevations of serum 


“{chelated] iron may be maintained in solution over a 


FROM THE PAPER 
“CHELATE IRON THERAPY” 


by Franklin, M., et al.: J.A.M.A. 166:1685, Apr. 5, 1958. 


“administration of iron with food... reduce[s] the 
amount of iron available for hemopoiesis and limit[s] 
the effectiveness of treatment...” 


“the presentation of iron to the system as a chelate 
complex [iron choline citrate]... permits its admin- 
istration between meals...” 


greater area of the gastrointestinal tract, thus permit- 
ting an optimal physiological uptake . . .” 


“It is evident ...that the iron of the chelate complex 
is readily available for physiological uptake even in 
those patients in whom the capacity to absorb iron is 
not accentuated by a marked iron deficiency.” 


“One of the major difficulties associated with iron 
therapy is that of the occurrence of gastrointestinal 
disturbances . 


“iron choline citrate, a chelated form of iron, possesses 
outstanding qualities in terms of freedom from unde- 
sirable gastrointestinal effects.” 


“eight individuals in this study . . . stated that they had 
been unable to tolerate any other iron preparation, 
but these eight tolerated iron choline citrate [chelated 
iron] without any discomfort.” 


“the problem of acute toxicity of iron must now be 
seriously considered . . . an increasing number of near- 
fatal and fatal poisonings have been reported after the 
accidental ingestion of iron by children.” 


“it is evident that the acute toxicity of iron choline 
citrate [chelated iron] is much less than that of ferrous 
sulfate...” 


“acute iron poisoning must be considered to be a true 
absorptive intoxication... greater emphasis must be 
placed on the systemic aspects...” 


“the lesser incidence of acute toxicity and death after 
[massive] iron choline citrate [chelated iron] adminis- 
tration was associated with maintenance of serum iron 
at relatively low levels...” 
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in hypertension therapy 


Rautensin (the alseroxylon fraction of 
Rauwolfia) offers simple, well tolerated, 
effective and easy-to-manage therapy for the 
complex problem of hypertension. Rautensin 
produces a gradual and sustained drop in 
blood pressure...calms and soothes the 
anxious patient, usually without loss of 
alertness...slows accelerated pulse. Patients 
on this regimen show marked reduction of 
anxiety with a resulting increase in intellectual 
and psychomotor efficiency.' 


With the use of the alseroxylon fraction of 
Rauwolfia, it is usually true that side actions 
“*...are either completely absent or so mild 


_ as to be inconsequential” and there is “*...no 


danger of sudden rebound of the blood 
pressure.” Furthermore, alseroxylon is not 
likely to cause mental depression,*® and does 
not usually cause drowsiness. Rautensin is 
purified and therefore free of inert dross 
present in the whole root 

1. Wright, W. T. Jr.; Pokorny, C., and Foster, T. L.: J. Kansas M. Soc. 

57:410, 1956. 


2. Terman, L. A.: Illinois MJ. 3:67, 1957. 
3. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 


Rautensin’ 


A purified alkaloid complex of Rauwolfia with total therapeutic activity—minimal side effects. 
Each tablet contains 2 mg. purified Rauwolfia serpentina alkaloids (alseroxylon fraction) 


SMITH-DORSEY «® Lincoln, Nebraska « A Division of The Wander Company 
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PROVED PERFORMANCE 


clinically established steroid formulations 
specifically designed for specific indications 
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‘‘Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.""! ‘‘Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ '’? 


4 


= a,8 MEPROLONE is the first anti- 
rheumatoid arthritis rheumatic-antiarthritic designed to 
relieve simultaneously (a) muscle 
spasm (b) joint-muscle inflammation 
(c) physical distress . . . it may 


a 
involves both thereby help prevent deformity and 
. disability in arthritic patients. 
SUPPLIED: Multiple Compressed 
Tablets in bottles of 100, in three 


joints and formulas: 
MEPROLONE-5—5.0 mg. prednisolone, 


400 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
muscles MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg. 


prednisolone in the same formula as 
MEPROLONE-2. 


1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 

2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 


EPROLONE 


THE FIRST MEPROBAMATE PREDNISOLONE THERAPY 
meprobamate to relieve muscle spasm 


relieves both 
muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME Philadelphia 1, Pa. 
Division of MERCK & CO., INC. 
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Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


*“In view of the beneficial responses 
observed when antacids and bland diets 
were used concomitantly with prednisone 
and prednisolone, we feel that these meas- 
ures should be employed prophylactically 


to offset any gastrointestinal side effects.” 
—Dordick, J. R. et al.: New York State 


J. Med. 57:2019 (June 15) 1957. 


*“It is our growing conviction 
that all patients receiving oral ster- 
oids should take each dose after 
food or with adequate buffering 
with aluminum or magnesium hy- 
droxide preparations.” — Sigler, 
J. W. and Ensign, D. C.: J. Kentucky 
State M. A. 54:771 (Sept.) 1956. 


**The apparent high incidence 
of this serious [gastric] side effect 
in patients receiving prednisone or 
prednisolone suggests the advis- 
ability of routine co-administration 
of an aluminum hydroxide gel.” 
—Bollet, A. J. and Bunim, J. J.: 
J. A. M. A. 158:159 (June 11) 1955. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA Or CO-HYDELTRA. 


PREDNISONE BUFFERED 


multiple compressed tablets 


PREDONISOLONE BUFFERED 


provide all the benefits 
of “Predni-steroid” therapy— 
plus positive antacid protection 
against gastric distress 


.0 mg. of prednisone 
lone, plus 300 mg. of 
inum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 


MERCK SHARP & DOHME ivision of MERCK & CO., Inc., Philadelphia 1, Pa 
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solubility of HYDELTRASOL— 


prednisolone 21-phosphate as the 
monosodium salt—is 675 mg./ce. or 


STERILE OPHTHALMIC SOLUTION 


(prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


e free of any particulate matter capable of or 


injuring ocular tissues. hydrocortisone 


e uniformly higher effective levels of pred- 


nisolone. 
SUPPLIED: Sterile Ophthalmic Solution NEO-HYDELTRASOL 0.5% (with neomycin sulfate) and Qo) 


Sterile Ophthalmic Solution HYDELTRASOL 0.5%. In 5 cc. and 2.5 cc. dropper vials. Also available as 
Ophthalmic Ointment NEO-HYDELTRASOL 0.25% (with neomycin sulfate) and Ophthalmic Ointment M E R C K S H A » P & D 0 H M E 


HYDELTRASOL 0.25%. In 3.5 Gm. tubes. 
HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co., Inc. Division of MERCK & CO., INnc., Philadelphia 1, Pa. 
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prednisolone or hydrocortisone. 


Cells of the stratum corneum 
are strongly hydrophilic 


Pillsbury, D.M., Shelley, W.B. and Kligman, A.M.: Dermatology, Philadeiphia, W.B. Saunders, 1956, p, 92) 


TOPICAL LOTION 


to 
P le 4 : 
x j 


(Prednisolone 21-phosphate with neomycin sulfate) 


2000 times more soluble than prednisolone 


e free of any irritating particulate matter. 0 . ” 
e uniformly higher effective levels of prednisolone. hyd roco rti sone 
e no sting, stain, unpleasant smell or stickiness. 

e spreads smoothly, evenly, invisibly. 

SUPPLIED: Topical Lotion NEO-HYDELTRASOL 0.5% (with neomycin sulfate) and Topical €> 

Lotion HYDELTRASOL 0.5%. In 15 cc. plastic squeeze bottles. Also available as Topical Oint 

ment NEO-HYDELTRASOL 0.5% (with neomycin sulfate) and Topical Ointment HYDELTRASOL 


MERCK SHARP & DOHME 


HYDELTRASOL and NEO-HYDELTRASOL are trade-marks of Merck & Co., Inc Division of MERCK & CO., INnc., Philadelphia 1, Pa 
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the most comprehensive 


line of clinically 


established adrenocortical 


steroid products merck & DOHME 


ORAL 


MEPROLONE-1—1.0 mg. prednisolone, 200 mg. 
meprobamate, 200 mg. dried aluminum hydroxide 
gel; MEPROLONE-2 2.0 mg. prednisolone in the 
same formula as MEPROLONE-1; MEPROLONE-5 

-5.0 mg. prednisolone, 400 mg. meprobamate, 
and 200 mg. of dried aluminum hydroxide gel. 


CORTONE Acetate Tablets—5 mg. or 25 mg 
cortisone acetate. 


HYDROCORTONE Tablets—5 mg., 10 mg. or 
20 mg. hydrocortisone. 


DELTRA Tablets—1.0 mg., 2.5 mg. or 5.0 mg. of 
prednisone. 


HYDELTRA Tablets—1.0 mg., 2.5 mg. or 5.0 mg 
of prednisolone. 


CO-DELTRA Multiple Compressed Tablets—2.5 
mg. or 5.0 mg. prednisone, 50 mg. magnesium tri- 
silicate, and 300 mg. dried aluminum hydroxide gel 


CO-HYDELTRA Multiple Compressed Tablets 
2.5 mg. or 5.0 mg. prednisolone, 50 mg. magne- 
sium trisilicate, and 300 mg. dried aluminum hy- 
droxide gel. 


INTRAMUSCULAR 


CORTONE Acetate Saline Suspension—25 mg. or 
50 mg. of cortisone acetate per cc. 


INTRAVENOUS 


HYDROCORTONE Intravenous Infusion Concen- 
trate—100 mg. hydrocortisone in 50% ethanol. 


INTRANASAL 


HYDROSPRAY-each cc. provides: hydrocortisone 
U.S.P., 1 mg.; phenylpropanolamine hydrochloride, 
7.5mg.; neomycin sulfate equivalent to 3.5 mg. neo- 
mycin base; phenylephrine hydrochloride, 2.5 mg 


NEO-HYDELTRASOL Nasal Spray —each cc. pro- 
vides: prednisolone 21-phosphate (monosodium 
salt) 1.0 mg.; phenylephrine hydrochloride, 2.5 
mg.; Propadrine® hydrochloride (phenylpropanol- 
amine hydrochloride) 7.5 mg.; neomycin sulfate 
(equivalent to 3.5 mg. neomycin base) 5.0 mg. in 
an isotonic buffered vehicle. 


INTRASYNOVIAL INJECTION 


HYDROCORTONE Acetate Saline Suspension 
25 mg. or 50 mg. per cc. 


HYDROCORTONE.-T.B.A. Suspension 25 mg. of 
hydrocortisone tertiary-butylacetate per cc. 


HYDELTRA-T.B.A. Suspension—20 mg. of pred- 
nisolone tertiary-butylacetate per cc. 


HYDROCORTONE Acetate Topical Ointment 
1.0% or 2.5% hydrocortisone acetate. 


HYDROCORTONE Topical Lotion—0.5%, 1.0% 
or 2.5% hydrocortisone acetate. 


HYDRODERM Topical Ointment—10 mg. or 25 
mg. hydrocortisone, 3.5 mg. of neomycin base and 
1000 units of zinc bacitracin per gram 


HYDELTRASOL Topical Lotion—prednisolone 21- 
phosphate (as sodium salt) 5.0 mg. per cc 


NEO-HYDELTRASOL Topical Lotion —predniso- 
lone 21-phosphate (as sodium salt) 5.0 mg., neo 
mycin sulfate (equivalent to 3.5 mg. of neomycin 
base) 5.0 mg. per cc 


HYDELTRASOL Topical Ointment—prednisolone 
21-phosphate (as sodium salt) 5.0 mg. per gram 


NEO-HYDELTRASOL Topical Ointment—predni 
solone 21-phosphate (as sodium salt) 5.0 mg., 
neomycin sulfate (equivalent to 3.5 mg. of neo 
mycin base) 5.0 mg. per gram 


OPHTHALMIC 


HYDELTRASOL Sterile Ophthalmic Solution 
prednisolone 21-phosphate (as sodium salt) 5.0 mg. 
per cc. 


NEO-HYDELTRASOL Sterile Ophthalmic Solu- 
tion—prednisolone 21-phosphate (as sodium salt 
5.0 mg.; neomycin sulfate (equivalent to 3.5 mg 
neomycin base) 5.0 mg. per cc. 


HYDELTRASOL Ophtha!mic Ointment-—predniso 
lone 21-phosphate (as sodium salt) 2.5 mg. per cc 


NEO-HYDELTRASOL Ophthalmic Ointment 
prednisolone 21-phosphate (as sodium salt) 2.5 
mg.; neomycin sulfate (equivalent to 3.5 mg. neo- 
mycin base) 5.0 mg. per gram. 


CORTONE Acetate Sterile Ophthalmic Suspension 
2.5% or 0.5% cortisone acetate. 


CORTONE Acetate Ophthalmic Ointment 
cortisone acetate. 


1.5% 


HYDROCORTONE Acetate Sterile Ophthalmic 
Suspension—0.5% or 2.5% hydrocortisone acetate 


HYDROCORTONE Acetate Ophthalmic Ointment 
1.5% hydrocortisone acetate. 


INC 


THE NAMES IN BOLD TYPE ARE TRADE-MARKS OF MERCK & CO 
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anxiety 


is the voice 


of stress 


SS EQUANIL 


Meprobamote 
PHENERGAN® HCI 


Promethazine HC! 
SPARINE® HCI 


Promazine HCl 


A Wyeth normotropic drug for nearly 
every potient under stress 


Wijeth 


Philadelphia |, Pa. 


1, Hollister, 


Relieves tension—mental and muscular 


sé 1 
anxiety, one form of another, 
is the most common symptom “_ 
confronting the practice physician 
et al.: pis. Nerv: System 17:289 (Sept-) 1956. 
Whether anxiety is primary or secondary to organic 
iliness, it is an obstacle successtul treatment. 
EQuaANIb alleviates stress reactions reduces anxiety» 
tension, and snsomnia and thus contributes to total § : 
patient management: of all ataractic drugs; EQuaANit 
‘ is one of the most widely used 10 the common prob- 4 2 
2 Jems of everyday practice: 


Relieves 
Muscle 


Spasm °e, 


IN Low EPACK ACHE 


and other 
musculoskeletal 
disorders 


Relieves Spasm, Pain, and Depression too 


In muscle spasm due to sprains, strains, herniated 

In Parkinsonism intervertebral disc, fibrositis, noninflammatory arthritic 
Highly selective action. ..energiz- states and many other musculoskeletal disorders, the 
ener cas ee, oes first demand is for relief. Disipal fills this need. It is 
against sialorrhea, diaphoresis, quickly effective in skeletal muscle spasm almost re- 
oculogyria and blepharospasm gardless of origin. Its mood-alleviating effect braces 
...lessens rigidity and tremor the patient against the depression so often accompany- 
... alleviates depression ...well ing severe pain of any type. 


tolerated... even in glaucoma. 
Dosage: 1 tablet (50 mg.) t.i.d. 


“Trademark of Brocades-Stheeman & Pharmacia. 
U.S. Patent No. 2,567,351, Other patents pending, ? 
LOS ANGELES 
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A. M. A. SUPPORTS U. S. GRANTS FOR 
MEDICAL SCHOOL CONSTRUCTION 


The American Medical Association is supporting 
legislation for federal grants to help pay for con- 
struction and equipment of medical schools. The 
Association's position was outlined in a letter from 
A. M. A. General Manager F. J. L. Blasingame to 
Chairman Oren Harris (D., Ark.) of the House 
Committee on Interstate and Foreign Commerce, 
which has just concluded two days of hearings on 
three bills in this field. 

While approving the plan for one-time “bricks- 
and-mortar’ grants, Dr. Blasingame said the asso- 
ciation was opposed to an incentive proposal] that 
would give schools a higher percentage of federal 
funds if they would increase their freshman classes 
by 5%. 

The letter first points out that the Association has 
been interested in medical education since its found- 
ing more than 100 years ago and has been “actively 
and _ effectively engaged in the improvement of 
medical education.” It cites the A. M. A. Committee 
on Education, which functioned for 57 years before 
formation of the present Council on Medical Edu- 
cation and Hospitals. 

On the broad issue of aid to medical schools, 
Dr. Blasingame declared: “Generally, the American 
Medical Association is opposed to federal aid in 
those areas where private citizens and local com- 
munities are candle of providing for themselves. 
We believe federal aid to be a dangerous device 
because of the degree of control and regulation 
which must necessarily accompany federal funds. 

“We believe, however, that there is sufficient 
need for assistance in the expansion, construction, 
and remodeling of the physical facilities of medical 
schools to justify a one-time expenditure of federal! 
funds, on a matching basis, provided, of course, that 
maximum freedom of the schools from federal con- 
trol is assured.” 

Regarding the bonus for increasing enrollment, 
mel by one of the bills under consideration, 
Dr. Blasingame’s letter states: 

“There are a number of features of H. R. 7841 
which in our opinion, if adopted, would be detri- 
mental to medical education. First, we are con- 
concerned that the bill would needlessly establish 
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a precedent for urging or inducing medical schools 
to increase their enrollment more rapidly than is 
justified by their facilities, personnel, and teaching 
material. 

“Without an analysis of each individual school, it 

uite possible that a 5% increase in freshmen en- 
al ment at the present time would be detrimental 
to the quality of medical education or that such an 
increase in succeeding years would be unwise. We 
feel obligated to point out the dangerous principle 
which would be established and to urge the Com- 
mittee to remove this unnecessary feature from the 
bill. We are certain that schools capable of increas- 
ing enrollment will do so without prompting.” 

Three suggestions were made to the committee 
regarding amendments: 

1. The Association has no objection to federal 
grants greater than 50% of the cost of a project, 
provided there is no financial incentive to increase 
enrollment. “The position of the American Medical 
Association is only that there should be some match- 
ing of federal funds by the recipient school.” 

2. Congress should spell out in detail the com- 
position of a federal council proposed to advise on 
the program, specifically providing that six mem- 
bers “be selected from among leading medical 
authorities and that the public members include 
persons skilled in the broad aspects of engineering, 
education, finance and architecture.” 

3. The definition of “medical schools” in all three 
bills should be changed to eliminate schools ot 
osteopathy from benefits. “Osteopathy is not a part 
of medicine but rather is a cult, the tenents of 
which are based on unscientific principles. . . 

Dr. Blasingame noted that “these bills specifically 
state that the program would not authorize federal 
control over curriculum, administration, methods of 
construction, or personnel.” 


NONPROFIT HOSPITALS MAY GET LOANS 


Private as well as public hospitals would be eligi- 
ble for 3.5% 50-year loans from the federal govern- 
ment under the antirecession Community Facilities 
Act recently passed by the Senate and pending in 
the House. Until Senator Watkins (R., Utah) pro- 
posed the amendment, loans would have been lim- 
ited to public hospitals. The Watkins amendment 
provides that any loan for additions, renovation, or 
modernization of a nonprofit private or public hos- 
pital be certifie ; by the Surgeon General of the 
Public Health Service and the state Hill-Burton 
agency. 

Debate in the Senate also drew out the fact that 
loans could be made to public-owned colleges as 
well as schools. This w aa include public medical 
schools. The act has been pushed by the Demo- 
cratic leadership as another means to combat the 


recession. 
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AHA ASKS SENATE FOR INCREASED 
HILL-BURTON FUNDS 


An increase of Hill-Burton hospital construction 
funds to 201 million dollars instead of the pro- 
aye $121,200,000 has been urged on the Senate 

y the American Hospital Association. The subject 
is before the Senate appropriations subcommittee 
headed by Sen. Lister Hill, a co-author of the origi- 
nal hospital act. 

The subcommittee has been holding open hear- 
ings on the Department of Health, Education, and 
Welfare budget for the next fiscal year. The House 
in March voted a number of increases, and the 
tenor of questioning at the Senate hearings indi- 
cated further increases were in the offing. 

The AHA, in a letter to the committee, stressed 
the need for funds for modernization and renova- 
tion of hospitals, particularly in the larger cities 
where it said that many institutions were 50 years 
old or older. If necessary, the AHA would have the 
Hill-Burton act amended to take care of this prob- 
lem. The association also advocated at least 3 mil- 
lion dollars instead of the present $1,200,000 author- 
ization for hospital research. 

In earlier testimony, Surgeon General Burney 
told the Senate group that the $121,200,000 “will 
meet the most urgent need for new facilities. . . .” 
He said that hospitals and health facilities, like 
community programs, need to be geared to the 
health problems of an aging population. “The whole 
concept of institutional care is being subjected to 
searching scrutiny and re-evaluation today,” Dr. 
Burney commented. Some examples follow: 

1. Progressive care plan under which patients are 
moved from intensive care to intermediate care and 
then to self-service as their condition improves. 
Some 7,000 hospitals are being surveyed to deter- 
mine the extent to which the plan can be incorpo- 
rated into hospital practice. 

2. Several studies are being made for ways ot 
adapting modern industrial and administrative busi- 
ness methods to the hospital setting. 

Dr. Burney advocated that the Senate subcom- 
mittee allow the extra research funds voted by the 
House to be used for added overhead costs of med- 
ical schools and others doing research. The admin- 
istration had urged that the 15% ceiling on over- 
head costs be lifted and that as much as 25% be 
allowed. The House did not go along with this. 

The surgeon general commented: “At present, the 
universities and medical schools are using their 
funds to pay part of the overhead on research. This 
constitutes a heavy burden on the limited resources 
of these institutions. While the schools may cer- 
tainly be expected to, and themselves expect to, 
contribute to the nation’s medical research effort, 
this should not be detrimental to their basic educa- 
tional responsibilities. An increase in our support 
for overhead costs would enable the schools to 
chart a better balanced course of both research 
and teaching.” 

Dr. Burney spent some time on the problems of 
public health training. He said that in order to 
encourage doctors to stay in the service after train- 
ing, PHS needs to offer opportunities for special- 
ized experience, for advanced study, and for re- 
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search. “There is no substitute in the practice of 
medicine for this kind of experience and training in 
a modern hospital situation,” he added. 

Senator Hill was of the opinion that there should 
be more public health schools, although he did not 
specify the number. There are now 11 schools of 
public health. 


SURVEY SHOWS AVERAGE OF FIVE VISITS 
A YEAR TO PHYSICIAN 


In its first broad study, based on household inter- 
views during July and August of 1957, the National 
Health Survey reports that in that period the Amer- 
ican people visited ther physicians at the rate of 
almost five times a year. 

As a special service, the survey since last fall has 
been issuing weekly findings on incidence of Asian 
influenza and other upper respiratory diseases, but 
this is the first full-scale study on any other sub- 
ject. Future reports in the series will be on dis- 
ability, hospitalization, injuries, chronic illnesses, 
and related subjects. 

Other finds in the July-August study follow: 

1. Only about 10% of the physician visits were 
in the home, most of the rest were in the doctor's 
office. 

2. Farm families used physicians at a lower rate 
than did other groups of the population—3.6 visits 
per year compared with 4.5 for rural nonfarm pop- 
ulation and 5.1 for the urban population. 

3. Those in the other two groups visited doctors 
for checkups somewhat more frequently than did 
farmers. 

4. Two-thirds of all visits involved diagnosis and 
treatment; only one-third involved preventive care 
or other services. 

5. Indications were that 18% of all people had 
consulted a physician in the last month prior to date 
of the interview. 

Survey information is obtained from household 
interviews in a continuous probability sampling of 
the population. Interviews were conducted in about 
9,000 houses, comprising 28,500 persons. 

The report, “Preliminary Report on Volume ot 
Physician Visits, United States, July-September 
1957,” is Public Health Service publication No. 
584-Bl, for sale by Superintendent of Documents, 
Government Printing Office, Washington, D. C., 
for 25 cents. 


MISCELLANY 


The Department of Health, Education, and Wel- 
fare is proposing construction of a 500-bed hospital 
at Howard University in Washington, D. C., as a 
medical teaching center. It would have an older 
115-bed annex as a nucleus. Freedman’s hospital, 
now run by U. S. Public Health Service, would be 
transferred to Howard when construction of the 
new buildings was started. The hospital would be 
expected to become progressively self-supporting. 

New standards for procuring and processing 
blood, in preparation fér more than a year, will be 
put into effect in May by the Public Health Service. 
They are given in detail in the Federal Register for 
April 12. 
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Vallestril 


(brand of methallenestril) 


Schneeberg and his associates? gave Vallestril to 198 
patients with postpartum breast engorgement, pain and 
lactation. They reported: “The patients . .. achieved over- 
all results . . . somewhat better than those in patients 
receiving 3 mg. of diethylstilbestrol. ... Untoward effects, 
even when large doses were used, were rare. The ‘slight 
bleeding’ recorded ...was probably of no significance 
and was doubtless no more than would have occurred in 
these individuals without therapy.” 

Napp, Goldfarb and Massell* conducted a controlled 
study in which 207 postpartum patients received Vallestril, 
213 patients were given diethylstilbestrol and 193 patients 
did not receive any hormonal therapy. “The stilbestro! 
treated group showed a significantly greater incidence 
both of interim bleeding and of hypermenorrhea than did 
the control or the Vallestril treated groups.” 
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—avoids most withdrawal bleeding 


—minimizes secondary breast 
symptoms and uterine subinvolution 


—“... causes fewer gastrointestinal 
upsets’ than does diethylstilbestrol.” 


These authors concluded that “Vallestril is a superior 
synthetic estrogen for the suppression of lactation. The 
low incidence of interim bleeding and of hypermenorrhea 
constitute a most important characteristic of the drug.” 

Only two 20-mg. tablets taken daily, for five days, sup- 
press lactation and relieve engorgement and pain. 
Dosages for indications other than the suppression of lac- 
tation are given in Reference Manual No. 7. G. D. Searle 
& Co., Research in the Service of Medicine. 


1. Council on Drugs: New and Nonofficial Drugs 1958. Methallenestril, 
Philadelphia, J. B. Lippincott Company, 1958, pp. 477-478. 

2. Schneeberg, N. G.; Perczek, L.; Nodine, J. H., and Perloff, W. H.: 
Methallenestril, a New Synthetic Estrogen, J.A.M.A. 161:1062 (July 14) 
1956. 

3. Napp, E. E.; Goldfarb, A. F., and Massell, G.: The Parenteral Use of 
Methallenestril for the Suppression of Lactation. A New Approach, West. 
J. Surg. 64:492 (Sept.) 1956. 
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FOR THE PREVENTION OF POSTPARTUM BREAST ENGORGEMENT, LACTATION AND PAIN 


BURNS 


BACTERIA 
INDICATED: 


TOPICAL OINTMENT 


The first water-soluble dermatologic corticoid plus neomycin, for consistently 
outstanding control of contact dermatitis and other inflammatory dermatoses 
complicated by or threatened by infection.* 


In 1/2-02. and 16-02, tubes, 0.5% neomycin sulfate and 0.5% hydrocortamate hydrochloride (hydre- 
cortisone diethylaminoacetate hydrochloride) — MAGNACORT. 


also available: Macuacort® Topical Ointment — in 1/2-02. and 1/6-0z. tubes, 0.5% hydrocortamate 
hydrochloride (hydrocortisone diethylaminoacetate hydrochloride). 


Howell, C. M., dr.: Am. Pract. & Digest Treat. 8:1928, 1957 


PFIZER LABORATORIES DIVISION, CHAS. PFIZER & CO., INC., BROOKLYN 6, NEW YORK 
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orally effective 
antibiotic derivative 


for reliable, 
consistent answers 
to many of your antibiotic 
reatment problems 
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CYCLAMYCIN—effective in many bacteria resistant to erythro- 
mycin, the tetracyciines, penicillin, streptomycin; particularly useful against many 
resistant staphylococci (about 70—75% of erythromycin-resistant staphylococci 
are susceptible) 


CYCLAMYCIN— iccian in many of the common infections due to gram-positive 


organisms (Staphylococci, streptococci, pneumococci); also against sorne gram- 
negative organisms (gonococci, Haemophilus influenzae) 


CYCLAMY serious sensitivity or toxic reactions such as anaphy- 
laxts, micrococcal enteritis, or blood dyscrasias 


secretions—no enteric 


Ceeasea: 125 and 250 mg., botties of 36. Oral Suspension, 225 mg. per 5cc., bottles of 2 fi. oz. 
Also available: Oleandomycin Phosphate, Wyeth, for intravenous administration—as a dry pow: 
der for reconstitution; eact, vial contains 500 mg. of oleandomycin base as the phosphate salt. 


| THESE PROBLEMS: 
| 
THESE ADVANTAGES: 
reliable bloots high, rapid, sustained 
5 readily and (stable in gastric 
| coating to interfere with absorption) : 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
April 

American CoLLeGE or Puysicians, Atlantic City, N. J., Apr. 28-May 2. 
Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN Socrety oF INTERNAL Mepicrine, Chalfonte-Haddon Hall, 
Atlantic City, N. J., Apr. 27. Dr. Claude P. Callaway, 350 Post St., San 

Francisco 8, Secretary. 

AMERICAN Uro.ocicaL Association, The Roosevelt Hotel, New Orleans, 
La., Apr. 28-May 1. Dr. Saumel L. Raines, 188 S. Bellevue Blvd., Mem- 
phis, Tenn., Secretary. 

Arizona MEDICAL ASSOCIATION, San Marcos Hotel, Chandler, Apr. 30- 
May 3. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
CauirorNIA Mepicat Association, Ambassador Hotel, Los Angeles, Apr. 
27-30. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 

Secretary. 

Connecticut STATE MEDICAL AssocIATION, Stratford, Apr. 30-May 1. 
Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive Secre- 
tary. 

Georcia, Mepicat AssociaTIon oF, Macon, Apr. 27-30. Mr. Milton D. 
Krueger, 875 W. Peachtree St., N. E., Atlanta, Executive Secretary. 

Nepraska State MeEpicat Association, Hotel Cornhusker, Lincoln, Apr. 
28-May 1. Mr. M. C, Smith, 1315 Sharp Bldg., Lincoln 8, Executive 
Secretary. 

Society or AMERICAN BacTERIOLOGISTS, Morrison Hotel, Chicago, Apr. 
27-May 1. Dr. E. M. Foster, University of Wisconsin, Madison 6, Wis., 
Secretary. 

May 

ALAsKA TERRITORIAL MrpICAL Association, Fairbanks, May 15-17. Dr. 
Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Hotel Statler, Boston, 
May 16-18. Dr. Hiram T. Langston, 600 S. Kingshighway, St. Louis 10, 
Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Mark Hopkins Hotel, 
San Francisco, May 21-23. Dr. F. Johnson Putney, 1719 Rittenhouse Sq., 
Philadelphia 3, Secretary. 

AmerIcAN or CarproLocy, Interim meeting, Chase Park Plaza 
Hotel, St. Louis, May 20-24. Dr, Philip Reichert, Empire State Bldg., 
New York 1, Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 4. Dr. William W. Stead, VA Hospital, Min- 
neapolis 17, Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Park-Sheraton Hotel, 
Washington, D. C., May 30-31. Dr. F. J. Ingelfinger, 65 E. Newton St., 
Boston 18, Secretary. 

AmeERICAN GYNECOLOGICAL SocteTy, Grove Park Inn, Asheville, N. C., 
May 19-21. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., 
Washington 7, D. C., Secretary. 

AMERICAN LARYNGOLOGICAL AssocIATION, Fairmont Hotel, San Francisco, 
May 19-20. Dr. James H. Maxwell, Univ. Hosp., Ann Arbor, Mich., 
Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Soctety, Mark 
Hopkins Hotel, San Francisco, May 21-23. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, The Greenbrier, White Sulphur 
Springs, W. Va., May 28-30. Dr. Maynard C. Wheeler, 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN ORTHOPEDIC AssociATION, Shoreham Hotel, Washington, D. C., 
May 11-16. Dr. Harold A. Sofield, 715 Lake St., Oak Park, Ill., Secretary. 

AMERICAN OToLocicaL Society, Hotel Fairmont, San Francisco, May 17- 
18. Dr. Lawrence R. Boies, Univ. Hosp., Minneapolis 14, Secretary. 

AMERICAN Pepratric Society, Hotel Traymore, Atlantic City, N. J., May 
8-9. Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., 
Secretary. 

AMERICAN PsycuiatTRic AssociaATION, Civic Auditorium, San Francisco, 
May 12-16. Dr. William Malamud, 80 E. Concord St., Boston 18, 
Secretary. 

AMERICAN PsYCHOANALYTIC AssocIATION, Hotel Fairmont, San Francisco, 
May 9-11. Dr. Lewis L. Robbins, 36 W. 44th St., New York, Secretary. 

AMERICAN SocreTy ror INvesTIGATION, Haddon Hall, Atlantic 
City, N. J., May 5. Dr. S. J. Farber, 550, 1st Ave., New York 16, Secre- 
tary. 

pe. Society OF MAXILLOFACIAL SURGEONS, Somerset Hotel, Boston, 
May 11-15. Dr. Orion H. Stuteville, 700 N. Michigan Ave., Chicago 11, 
Secretary. 

AMERICAN TRUDEAU SocreTy, Convention Hall, Philadelphia, May 19-23. 
Dr. E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

AMERICAN VENEREAL Disease Association, Sheraton Hotel, Philadelphia, 

May 12-13. Dr. S. Ross Taggart, 300 Indiana Ave., N. W., Washington 

1, D. C., Secretary. 


ARKANSAS MeEpDICAL Society, Arlington Hotel, Hot Springs, May 4-6. Mr. 
Paul C. Schaefer, 215 Kelley Bldg., Fort Smith., Executive Secretary. 
ASSOCIATION OF AMERICAN Purysic1ans, Haddon Hall, Atlantic City, N. J., 
May 6-7. Dr. Paul B. Beeson, Yale Univ. School of Med., New Haven 11, 

Conn., Secretary. 

Frorma Mepicat Association, Hotel Americana, Miami Beach, May 
10-14. Mr. Ernest R. Gibson, Box 2411, Jacksonville, Executive Secretary. 

Mepicat Association, Honolulu, May 1-3. Dr. Satoru Nishijima, 
510 S. Beretania St., Honolulu, Secretary. 

State Mepicat Society, Hotel Sherman, Chicago, May 20-23. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

Kansas Mepicat Society, Allis Hotel, Wichita, May 5-9. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lovuistana STATE MeEpicat Society, Washington-Youree Hotel, Shreve- 
port, May 5-7. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, 
Executive Secretary. 

MASSACHUSETTS MeEpicAL Society, Hotel Statler, Boston, May 20-22. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Mississipp1 STATE Mepicat Association, Hotel Heidelberg, Jackson, May 
13-15. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS AssOcIATION, Bellevue-Stratford Hotel, Phila- 
delphia, May 18-23. Mrs. Wallace B. White, 1790 Broadway, New 
York 19, Secretary. 

New Jersey, Mepicar Society or, Chalfonte-Haddon Hall, Atlantic City, 
May 17-21. Mr. Richard I. Nevin, 315 W. State St., Trenton, Executive 
Officer. 

New Mexico Mepicav Socrery, Hilton Hotel, Albuquerque, May 14-16. 
Mr. Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicar Society oF THE STATE OF, Hotel Statler, New York, 
May 12-16. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

Nortu MEDICAL SOCIETY OF THE STATE OF, George Vanderbilt 
Hotel, Asheville, May 4-7. Mr. James T. Barnes, 203 Capitol Club Bldg., 
Raleigh, Executive Secretary. 

Dakota Stare MeEpicaL Association, Clarence Parker Hotel, 
Minot, May 3-6. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive 
Secretary. 

Nortu Paciric Ortuoparpic Society, Tacoma, Wash., May 9-10. Dr. 
Dumont S. Staatz, 919 S. Ninth, Tacoma 5, Wash., Secretary. 

OKLAHOMA STATE MeEpicaL AssociaTIon, Skirvin Hotel, Oklahoma City, 
May 4-7. Mr. R. H. Graham, P. O, Box 9696, Shartel Station, Oklahoma 
City, Executive Secretary. 

Paciric Nortuwest Society OF PatTHo.ocists, Portland, Ore., May 2-3. 
Dr. John E. Hill, West 101, 8th Ave., Spokane 4, Wash., Secretary. 
Paciric NoRTHWEST SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGEONS, 
Tacoma, Wash., May 23-24. Dr. Willard D. Rowland, 1130 S. W. Mor- 

rison St., Portland 5, Ore., Secretary. : 

Ruove Istanp MEpiIcA Society, Medical Library, Providence, May 13-14. 
Mr. John E. Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Socrety or BroLocicat Psycmiarry, St. Francis Hotel, San Francisco, 
May 10-11. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Society ror Pepiatric Researcn, Hotel Traymore, Atlantic City, N. J., 
May 6-7. Dr. Sydney S. Gellis, 818 Harrison Ave., Boston 18, Secretary. 

Sourn Mepicat Association, Ocean Forest Hotel, Myrtle 
Beach, May 13-15. Mr. M. L. Meadors, 120 W. Cheves St., Florence, 
Executive Secretary. 

Sourn Dakota Strate Mepicat AssociaTION, Marvin Houghitt Hotel, 
Huron, May 17-20. Mr. John C. Foster, 300 Ist National Bank Bldg., 
Sioux Falls, Executive Secretary. 

SrupENT AMERICAN MEDICAL AssociaTIon, Sherman Hotel, Chicago, May 
1-4. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, Executive 
Secretary. 

WESTERN Brancu, JorntT MEETING, AMERICAN PuBLic HEALTH ASSOCIA- 
TION AND CANADIAN PuBLic HEALTH AssociATIoNn, Vancouver, B. C., 
May 20-22. Mrs. L. Amy Darter, 2151 Berkeley Way, Berkeley 4, 
Calit., Secretary. 

Wisconsin, State Mepicar Society or, Hotel Schroeder, Milwaukee, 
May 6-8. Mr. Charles H. Crownhart, P. O, Box 1109, Madison 1, Secre- 
tary. 

June 

AMERICAN ACADEMY OF TUBERCULOSIS PHysiICIANs, San Francisco, June 
21. Dr. Oscar S. Levin, P. O. Box 7011, Denver 6, Secretary. 

AMERICAN ASSOCIATION OF NEUROPATHOLOGISTS, Claridge Hotel, Atlantic 
City, N. J., June 15-18, Dr. Leon Roizin, 722 W. 168th St., New York 
32, Secretary. . 

AMERICAN COLLEGE OF ANGIOLOGY, Fairmont Hotel, San Francisco, June 
21-22. Dr. Alfred Halpern, 15 E. 62d St., New York 21, Executive 
Secretary. 

AMERICAN COLLEGE oF Cuest PuysiciAns, Fairmont Hotel, San Francisco, 
June 18-22. Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, 
Executive Director. 

AMERICAN DerRMATOLOGICAL Association, Challenger Inn, Sun Valley, 
Ida., June 4-8. Dr. J. Lamar Callaway, Duke Hosp., Durham, N. C., 
Secretary. 

AmeEnRICAN Dtapetes Association, Mark Hopkins Hotel, San Francisco, 

June 21-22. Dr. Franklin B. Peck Sr., 1 E, 45th St., New York 17, 

Secretary. 


(Continued on page 34) 


J.A.M.A., April 26, 1958 


7 
‘ 
| 
| 
| 
| 
q 


| 
| 


NOW 


COUN TERACT 


® Relieves depression 
without euphoria 
—not a stimulant 

= Restores natural sleep 
without depressive 
_aftereffects 

—not a hypnotic 


# Rapid onset of action 


= Side effects are 
minimal and easily 
controlled 


Composition: Each tablet 
contains 400 mg. 
meprobamate and 1 mg. 
benactyzine HCl 


Average Adult Dose: 
1 tablet q.i.d. 


Qywattace LABORATORIES, New Brunswick, N. J. 


Literature and samples on request 
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MAGAZINE—TELEVISION REPORT 


CNE 


Foster’ sogroases 


the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin. 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 
sired. 


FOSTEX CAKE for 
maintenance therapy to 
keep skin dry and sub- 
stantially free of come- 
dones. 


Fostex is easy for your 
patients to use 

Patients stop using soap on 
affected skin areas. Instead 
they use Fostex for thera- 
peutic washing of the skin. 
The Fostex lather is mas- 
saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


J.A.M.A., April 26, 1958 


AMERICAN ELECTROENCEPHALOGRAPHIC Society, Hotel Traymore, Atlantic 
City, N. J., June 12-14. Dr. Jerome K. Merlis, Univ. Hosp., Baltimore 1, 
Secretary. 

American Geriatrics Society, Mark Hopkins Hotel, San Francisco, June 
19-20. Dr. Richard J. Kraemer, 2907 Post Road, Warwick, R.L, 
Secretary 

AMERICAN GorreR AssocraTION, St. Francis Hotel, San Francisco, June 
17-19. Dr. John C. McClintock, 14914 Washington Ave., Aibany, N. Y., 
Secretary. 

AMERICAN Lire ConVENTION, MEDICAL SECTION, Broadmoor Hotei, Colo- 
rado Springs, Colo., June 9-11. Dr. John E. Boland, 5801 Sheridan Rd., 
Chicago 40, Chairman. 

AMERICAN WoMEN’s AssociaTIon, INc., San Francisco, June 
19-22. Miss Lillian T. Majally, 1790 Broadway, New York 19, Executive 
Secretary. 

AMERICAN NEUROLOGICAL AssocIATION, Claridge Hotel, Atlantic City, 
N. J., June 16-18. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, San Francisco, June 20-21. Dr. 
Edward F. Hartung, 580 Park Ave., New York 21, Secretary. 

AMERICAN Socrety or X-Ray Tecunicians, Adolphus Hotel, Dallas, Tex., 
June 7-12. Miss Genevieve J. Eilert, 16, 14th St., Fond du Lac, Wis., 
Executive Secretary. 

AMERICAN THERAPEUTIC SocreTy, Mark Hopkins Hotel, San Francisco, 
June 19-22. Dr. Oscar B. Hunter Jr., 915 19th St., N. W., Washington 6, 
D. C., Secretary. 

Mepicau Lisrary Association, Kahler Hotel, Rochester, Minn., June 2-6. 
Mrs. Henrietta T. Perkins, 333 Cedar St., New Haven 11, Conn., Secre- 
tary. 

NATIONAL MepicaL VETERANS Society, San Francisco, June 21-22. Dr. 
Henry C. Beekley, 3117 Warsaw Ave., Cincinnati, Secretary. 

NortH AMERICAN CHAPTER OF THE INTERNATIONAL CARDIOVASCULAR 
Socrety, Sir Francis Drake Hote!, San Francisco, June 21. Dr. Henry 
Haimovici, 105 E. 90th St., New York 28, Secretary. 

Society For INvFsTiGATIVE DerMaTo.ocy, Clift Hotel, San Francisco, 
June 21-22, Dr. Herman Beerman, 255 S. 17th St., Philadelphia 3, 
Secretary. 

Society or Mepicrne, Beverly Hilton Hotel, Los Angeles, June 
19-21. Dr. Robert W. Lackey, 452 Metropolitan Bldg., Denver, Secretary. 

Tre Enpvocrrine Society, St. Francis Hotel, San Francisco, June 19-21. 
Dr. Henry H. Y“urner, 1200 N. Walker St., Oklahoma City 3, Okla., 
Secretary. 

Wyominc Strate Mepicat Society, Jackson Lake Lodge, Moran, June 
9-12. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive Secretary. 


INTERNATIONAL AND FOREIGN 
April 


Concress or Socrety or HEALTH, Eastbourne, England, 
Apr. 28-May 2. For information address: The Secretary, Royal Society 
of Health, 90, Buckingham Palace Road, London, S. W. 1, England. 


May 

Astan REGIONAL PagepiatTRic ConGress, Singapore, Malaya, May 26-30. 
For information address: Organizing Secretary, The First Asian Regional 
Paediatric Congress, General Hospital, Paediatric Unit, Singapore, 
Malaya. 

ConcGress OF Frencu Society OF OPHTHALMOLOGY, Paris, France, May 
11-15. For information address: Dr. Guy Offret, 16, rue de Logelbach, 
Paris, France. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncuu, Munich, Germany, May 16-17. Dr. J. M. Lemoine, 189, 
boulevard St. Germain, Paris 7e, France, Secretary-General. 

Mippie East Mepicar Ass—eMBLy, American Univ. of Beirut, Beirut, Leba- 
non, May 9-11, Dr. Hrant T. Chaglassian, American University of Beirut, 
Beirut, Lebanon, Chairman. 

Western Brancu, Join, MEETING, AMERICAN PuBLic HEALTH ASssoctIA- 
TION & CANADIAN Pusiic HEALTH AssociaTION, Vancouver, B. C., May 
20-22. Mrs. L. Amy Darter, 2151 Berkeley Way, Berkeley 4, Calif., 
U. S. A., Secretary. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNAL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Consumer Reports, May, 1958 


“Buffered Aspirin: The Medicine-Show Technique Again” 
According to this report: “Well-ballyhooed early tests con- 
vinced even some doctors that buffering helps to speed relief; 
but the first really controlled studies indicate otherwise.” 
This report is based upon two recent articles which appeared 
in the New England Journal of Medicine. 


(Continued on page 36) 


| 
| 
: 
4 4 
4 
. 
ed 
. 
: 
3 


oo 


edin : 


TO) 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY ons-148 


| 
| 
‘ 
i : 
=f 
revitalize a man 
relieve ftunctiona b 
R 
4 


MAGAZINE—TELEVISION REPORT J.A.M.A., April 26, 1958 
“Artificial Sweeteners” 
This report discusses the value of chemical substitutes for 
sugar. Quoting a recent report from the Department of 
Nutrition of the Harvard School of Public Health, the 
article points out that artificial sweeteners are certainly 
not the complete answer to obesity problems as some adver- 
tising copywriters might have the public believe: “The 
use of non-caloric sweeteners and artificially sweetened 


e foods when considered on a group basis appears to be of 
no particular value in a reducing program.” 
| “Chemicals in Food” 
This is the latest in a continuing series of reports dealing 


with food additives and pending legislation. Congressional! 
hearings, originally scheduled to begin in February, 1958, 
have now been postponed by the Subcommittee on Health 


stops ver {i £0) and Science of the House Committee on Interstate and 
St rt tigo, Foreign Commerce until a later date. 
JPRS Yer Family Circle, May, 1958 

tops 5 ere “Arthritis and the Woman,” by William Kitay 

Arthritis chooses women, especially homemakers, as its 

| chief victims, according to this article. After discussing 

IS. yertt Bo the various types of arthritis, the author, formerly the sci- 


5 ence and medical editor of the Arthritis and RKheumatism 


e t | Foundation, concludes that there is no known cure for 
S. Ys rt 89, | either rheumatoid arthritis or osteoarthritis nor is there any 
wae ei specific form of treatment. “Yet,” he says, “should the 

be 


vertigo disease strike, you need not despair. Even with the present 


7 oh r limited knowledge about the disease and the therapy that is 
ti: 2 available, more than 70% of the persons who are stricken 


Of 
top 


S 


t S. vertig Is with rheumatoid arthritis can be spared serious crippling 
VU DS a tig and returned to fair health and independent living.” 


Sst S. | Parents Magazine, May, 1958 


How Rooming-in Works,” by Frances Fowler . 


tops Yerth This magazine sent questionnaires to over 3,000 hospitals 
J throughout the country to gather information and to com- 
st “Ops verre pile an up-to-date list of hospitals that prov ide rooming-in 
facilities for mothers and their new babies. According to 
the article, obstetricians encourage rooming-in, finding that 
e recovery from childbirth and establishment of nursing are 
stops vertigo more rapid in mothers who have had their babies close to 
them from the start. Pediatricians like it; they receive 
anxious phone calls from new mothers. Psychiatrists ap- 
prove. They know that the warm, close, physical cherish- 
and a glance at the formula shows two ing of a new baby by his mother gives him the best possible 
reasons why start in life, and with her baby right beside her, a new 
mother can learn a lot about handling him before she ever 

each ANTIVERT tablet contains: leaves the hospital. 


= ye “Team Therapy Saves Children,” by Stephen Garre 
Meclizine (12.5 mg.) Team Therapy Saves Children,” by Stephen Garrett 


to ease vestibular distention Therapy teams, in which psychologists, social workers, and 


teachers have joined hands with medical specialists to pro- 
Nicotinic Acid (SO mg. ) vide all-out help for the handicapped child, are now spring- 
for prompt vasodilation ing up throughout the nation, according to this article. 
Thousands of handicapped children are being helped to- 
Dosage: one tablet before each meal. In bottles ward a normal, gregarious life—the kind of life from which 
of 100 blue-and-white scored tablets. Prescrip- they were once “protected,” often in institutions and spe- 
cial classes that nursed crippled attitudes. Team centers 
for all types of handicaps are now extending their services 
ANTIVERT in geriatrics even in remote rural areas. Turning out “producers” is not 
Vertigo is a leading complaint among the aged. the major goal of these centers—their programs balance 
Help your elderly vertiginous patients with vocational training with cultural interests, recreation, sports 
ANTIVERT. and group activities, with all the human interchange that 
helps to make the handicapped person’s life a worthwhile 
venture. 

New York 17, New York “What Can You Do About Skin Blemishes?” by Edward T. 

Division, Chas. Pfizer & Co., Inc. | Wilkes, M.D. 


tion only. 


The author discusses various types of skin blemishes and 
what can be done about them. He says there are 4ll sorts 
of common skin blemishes: warts, moles, birthmarks, and 
that they are nearly always benign, Nevertheless, he advises, 
it is always wise to consult a physician about a blemish as 
he is the only one who can decide whether or not it is 
dangerous. 
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In the common cold, nasal allergies, sinus- Each double-dose “timed-release” 
itis, and postnasal drip, one timed-release ie of 
Triaminic tablet brings welcome relief of tablet keeps nasal passages 
symptoms in minutes. Running noses stop, clear for 6 to 8 hours — 
clogged noses open—and stay open for 6 to : 
8 hours. The patient can breathe again. provides “around-the-clock” 

With topical decongestants, “unfortu- freedom from congestion on 
nately, the period of decongestion is often : 
followed by a phase of secondary reaction just three tablets a day 


during which the congestion may be equal 
to, if not greater than, the original condi- 
tion. .. .”* The patient then must reapply 
the medication and the vicious cycle is 
repeated, resulting in local overtreatment, 
pathological changes in nasal mucosa, and 
frequently “nose drop addiction.” 
Triaminic is not likely to cause secondary 
congestion, eliminates local overtreatment 
and consequent nasal pathology. 
*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Tirat—the outer layer dissolves 
within minutes to produce 
3 to 4 hours of relief 


then—the inner core 
disintegrates to give 3 to 4 
more hours of relief 


Each double-dose “‘timed-release’’ TRIAMINIC 
Tablet contains: 
Phenylpropanolamine hydrochloride 50mg. 


Pyrilamine maleate .... . . 25mg. 
Pheniramine maleate. . . . . . 25mg. 


Dosage: 1 tablet in the morning, afternoon, and Also available: Triaminic Syrup, for children and 
in the evening if needed. those adults who prefer a liquid medication. 


® 
[ d | “timed-release”’ 
tablets 
running noses... he; E, and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoin, Nebraska - Peterborough, Canada 
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NATIONAL ORGANIZATIONS OF MEDICAL INTEREST _ J-A.M.A., April 26, 1958 


SOCIETY PRESIDENT SECRETARY MEETING 

AMERICAN MEDICAL ASSOCIATION....;David B. Allman, Atlantic City, N. J... ~oree F. Lull, 535 N. Dearborn St., Chicago 10. .|/San Francisco, June 23-27 

Aero Medical Association.......... ../Ashton Graybiel, Warrington, Fla...... i: H. Sutherland, P. O. Box 26, Marion, Ohio.... . 

American 
Academy for Cerebral Palsy .|William J. Green, Boston 15..... Rembolth, Iowa Hospital-School. lowa City, Ia. ...|Providence. R. 25-27 
Academy of Allergy .|Max Samter, Oak Park, Il .|Bram Rose, Royal Victoria Hosp., Montreal, Canada Chicago, Feb. 

Academy of Dermatology & ‘Syphil ology.. |\James RK. Webster, Chicago AR. Kierland, Mayo Clinic, Rochester, Minn. Chicago, Dec. 6- 
Academy of General Practice... ...|Malcom E. Phelps, El Reno. Okla.. [ar Mac F. Cahai, Volker Blvd. at Brookside, Kansas 
Cite 

Academy of Neurology Francis M. Forster, Washington 7, D.C.) | Jose ph M. Foley, Boston City Hosp., Boston..... 5 

Academy of Occupational Medicine.....|R. F. Buchan, Newark 2, N. J.............. IL Blaney, 1601 Walnut St., Philadelphia 3..... .| Boston, Feb. 4-13 _ 

Academy of Ophth. & Otolaryn. y A. Schall, Boston |W. L. Benedict, 100 First Avenue Bidg., Rocheste jChrenzo, Oct 

Academy of Orthopaedic Surgeons “lH. Reton McCarroll, St. Louis, Mo..........Mr. John K. Hart, 116 8S. Michigan Ave., Chicago 3...... Chicago, Jan. 

Academy of Pediatrics. _....|Stewart H. Clifford, Brookline 46, Mass.|E. H. Christopherson, 1801 Hinman Ave., Evanston, Il.........| Chicago, Oct. 

Academy of Tuberculosis Physicians.......|Louis M. Barber, Murphys, Calif...... \Osear S. Levin, P. O. Box 7011, Denver 6, Colo.. San Francisco, June 21 

Assn. for the Study of Neoplastic Diseases|Roscoe W. Teahan, Philadelphia ..|Bruee P. Sisler, P. O. Box 268, Gatlinburg, Tenn. _ 

Assn. for the Surgery of Trauma............|William L. Estes Jr.. Bethlehem, Pa. | William T. Fitts Jr., 3400 Spruce St., Philadelphia 4... Chicago, Oct. 2-4 

Assn. for Thoracic Surgery. ee Brian Blades, Washington, D. C. Hiram T. Langston, 600 S Kingshighway, St. Louis 10, Mo.|Boston, May 16-18 

Assn. of Anatomists. : ceee.| Barry J. Anson, Chicago 11 ‘ |L. B. Flexner, Univ. of Pa. School of Med., Philadelphia 4 

Assn. of Blood Banks. ....{O. B. Hunter, Washington, D. C jJobn B. Alsever, 1211 W. Washington, Phoenix, Ariz. Cincinnati, O., Nov. 20-22 

Assn. of Genito-Urinary Surgeons George F. Cahill, New York............. eee J Engel, 2 East 54th St.. New York a 

Assn. of Immunologists......... John H. Dingle, Cleveland 6 8. U. of Pitt., Grad School of Med, Pitts- 

murgh 13 

Assn. of Medical Clinics .... George B. Plain, South Bend, Ind : \so' in R. Hand, 1216 S.W. Yamhill St., Portland 5, Ore.....)5an Francisco, Oct. 2-4 

Assn. of Neuropathologists K. L. Scharenberg, Ann Arbor, Mich jieon Roizin, 722 W. 168th St., New York 32 Atlantic City, N. J., June s- 18 

Assn. of Obstetricians & Gynecologists.....William F. Mengert. Ciloage. . Stewart Taylor, 4200 East 9th Ave., Denver 20. Hot Springs, Va., Nept. 4-¢ 

Assn. of Pathologists & Sidney Farber, Boston 4 L. Holman, 1542 Tulane New La. 

Assn. of Plastic Cerenmns.. ...|Bradford Cannon, Boston.............. |Herbert Conway, 525 E. 68th St., New York 21 Dallas, Tex., May 22-24 

Assn. of Railway Surgeons........ Celli, New Orleans, La. iChester C. Guy. 5800 Stony Island Ave., Chicago 

Assn. story of ei Benjamin Spector, Boston 11 \John B. Blake, Smithsonian Institution, Washington 25, D.c.|New York 

Assn enti i vy... ..|Charles J. De Prospo, New York 18........)Miss Frances M. Coakley, 325 Dayton St., St. Pa 

Bronacho Esophagological Assn. ..| Walter Hoover, Boston F. Johnson Putney, 1719 Rittenhouse Square, Philadeiphiia San Francisco, 21-23 

linical & Climatological Assn.. ../Johnson McGuire, Cincinnati Marshall N. 124 Waterman St., Providence 6, R. 1. /Cooperstown, N. -» Oct. 9-11 
College of Allergists. red ..../Orval R. Withers, Kansas City, Mo. iiles A. Koelsche, Mayo Clinic, Rochester, Minn Atlantic City, N. “fe Apr. 20-25 

College of Chest a % -...-| Burgess L. Gordon, Philadelphia : 3 Murray Kornfeu 112 E. Chestnut St., Chieago 11......../San Francisco, june 18- 

College of Gastroenterolog: C. Wilmer Wirts, Philadelphia..................)) Daniel Weiss, 33 W. 60th St.. New Yor k 23 New Orleans, La., Oct. 19-25 

College of Obstetricians e Gynecologists} R. Gordon Douglas, New York as . Ullery, 15 8. Clark St., Chicago 3. Los Angeles, Soe 1- 

College of Physici ANS... Walter L. Palmer, Chicago 37 Mr. E Loveland, 4200 Pine St., Philadelphia 4_ Atlantic City, N. J., Apr. 28-May 2 

College of Radiol ...| Vincent W. Archer, Charlottesville, Va. . W. C. Stronach, 20 N. Wacker Dr., Chicago 6 Chicago, Feb. 6-7 

College of Su -ovee| William L. Estes, Bethlehem, Pa........ shae Mason, 40 EK. Erie St., Chicago 11 Chicago, Oct. 6-10 

Congress of Physical Med. & Rehab.........|Donald R. Rose, Kansas City, nen. ‘rances Baker, One Tilton St., San Mateo, Calif. .|Philadelphia, Aug. 24-29 

Dermatological Assn .|Clark W. Finnerud, Chicago |S. La ce ital, Durham, N. C...... .|Sun Valley, Ida., June 4-8 

Diabetes Assn. : Frederick W. Williams, Bronx 56, N. Y.|F. B. Peck St., cast 4! ba ee York 17. .|San Francisco, June 21-22 

Electrocephalographic Society.. Robert S. Dow, Portland 5, K. Merlis, Univ. Baltimore (Atlantic City, N. J., 

Federation for Clinical Research Ivan L. Bennett Jr., Baltimore 5... .|Wm. W. Stead, Vz s , Minneapolis 17 : ; Atlantic City, N. J., 

Fracture Assn... Duncan C. McKeever, Houston, Texas . W. Wellmerling, 610 Grieshelm Bldg., Ill. | Oklahoma City, Okla. Oct.4 
Gastroenterologieal Assn. , 65 E. Newton St., Boston 18 Washington, D. 

Geriatrics Society.......... Laurence W. Kinsell, Calif ic’ er, Post Rd., Warwick, R. Francisco, 0. 

i Elmer C. Bartels, Bosto J. Ave., Albany 10, N. Y.|San Francisco, June 17-19 

Howard C. Taylor, New k 23.. A.A "800 Rese rvoir Rd., N.W., Wi ville, N. C., May 19-21 

Robert W. Wilkins, New York. r. John D. Brundage, 44 E. 23rd St., N cisco, Oct. 24-28 

Tol Terrell, San Angelo, Tex...... cdwin L. Crosby, 18 E. Division St., c hicago 10..................../Chieago, 4 . 18-21 

..|Harry P. Schenck, Philadelphia James H. Maxwell, Univ. Hosp., Ann Arbor, {San Francisco, May 19-20 

“\Lawrence R. Boies, Minneapolis... ..{C. 8. Nash, 277 Alexander St., Rochester 7, {San Francisco, May 21-23 

Women’s me Elizabeth S. Kahler, Washington, D. C...|Miss Lillian T. Majally, 1790 Broadway, Now York 19......../San Francisco, June 19-22 

Medical Writers’ Lyght, Harold Swanberg, 510 Maine St., Quincy, .. (Chicago, Sept. 26-27 

Neurological Assn. 8S. Wechs k 28.. ...|Charles Rupp, 133 South 36th St., 4 4. .|Atlantic City, N. J., June 16-18 

Ophthalmological Walter S. Askinson, Watertown, N. ¥....\M ©. Wheeler, 30 W. 59th St., New York 19... Sulphur Springs, Ww. Va., 
ay 

Orthopedic Assn........... ...|George O. Eaton, Baltimore 2. Harold A. Sofield, 715 Lake St., Oak Park, |Washington, D. C., May 11-16 

Reginald §. Lourie, New York 19... : . 1790 Broadway, 

Otological y Dean M. Lierle, Lowa City, Ia....... rence oies, University : . San Francisco, May 17-18 

Otorhinologic Society for Plastic Surgery Paul L. Mahoney, Little Rock, A y . N. Y¥.| New York, Mar. °59 

Pediatric Society...... .|A. A. Weech, Cincinnati 29 wf A McGuinness, ane Quebee St., N.W., Washington 8, D.C. |Atlantic City, N. J., May 8-9 

Physicians Art Assn. Alma D. Morani, Philadelphia... , 12 E. Hadley 8t., Whittier, Calif. San Francisco, June 

Louis N. Katz, Chicago 16. PLE y G. Daggs, 9650 ‘Wisconsin Ave., Washington 14, D. C. 

| Norman D. Nigro, 10 Peterboro St., Detroit 1 ...|Los Angeles, June 29-July 3 

Psychiatrie Assn Francis J. Braceland, « 3 nn.| William Malamud, 80 E. Concord 8t., poston 18 . San Francisco, May 12-16 

Psychosomatic Society... is .' Theodore Lidz, New Haven 11, Conn. ‘Morton F. Reiser, 551 Madison Ave., New York 22 


*Deceased THIS LIST WILL BE CONTINUED IN NEXT WEEK’S JOURNAL 


“The intermittent positive pressure valve 
is one of the most significant advances in 
recent years in the treatment of chronic 
bronchitis. Designed to apply a controlled 
pressure in inspiration to the inspired gas, 
to cycle at the patient’s will, and to apply 
aerolized medications, it is a major tri- 
umph of medical engineering.” 

— Farber, S. M.; Wilson, R. H. L.; and Smith, 
J. D.: California M. 84:101 (Feb.) 1956. 


you can rely 


on OXYGEN U.S. P. by 


Linde Company (Dept. Z-44) 
Division of Union Carbide Corporation 
30 East 42nd Street, New York 17, N. Y. 


producer of highest-purity oxygen 
for more than 50 years 


Please add my name to the complimentary mailing = ] 

for OxyceEN THERAPY News—your monthly review of 1 

current articles on the use of oxygen in medicine. | 

! 


UNION 
CARBIDE 


A 


The terms “‘Linde”’ and “‘Union Carbide” are 
registered trade-marks of Union Carbide Corporation. 
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in life-threatening stress 


or severe inflammatory conditions 


METICORTELONE 


SOLUBLE 


when adrenocortical failure is associated with 
* emergency and elective surgery 

« shock unresponsive to standard therapy 

life-threatening infections 

* severe traumatic injuries 

* respiratory allergies 

+ drug reactions 

- collagen diseases 


- and as a sight-protective measure in 
posterior-chamber eye lesions 


and for oral therapy— 


METICORTELONE 


prednisolone 
For specific information regarding indications, dosage, precautions and contraindications 
refer to Schering literature. 


METICORTELONE Soluble Sterile Powder, prednisolone sodium hemisuccinate, 50 mg. 
per 5 cc. vial. 


METICORTELONE Tablets, 1, 2.5 and 5 mg. buff-colored tablets. 


Meti—t.M.—brand of corticosteroids. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 
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here’s an IVORY HANDY PAD 


that “remembers” 


50 identical sheets in each pad on 
“Instructions for Bathing Your Baby” 


Help mothers follow your advice carefully 
by handing out sheets on a widely approved 
method for bathing infants. This Handy Pad 
—one of 6 different Handy Pads offered by 
Ivory Soap—contains no advertising. To get 
yours free, simply write for: Handy Pad #3, 
“Instructions for Bathing Your Baby.” Please 
address your request to: PROCTER & GAMBLE, 
Dept. A, Box 687, Cincinnati |, Ohio. 


99*4/100% pure® 
... it floats 


08 PURE FLOATS 
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FROM OTHER PAGES 


Manners in the West Pacific Region 


It was time then, the Old Man thought, for me to start 
learning about native customs. ... 

A little golden girl of seven, naked save for a wreath of 
white flowers on her glossy head, invited me to mount upon 
the raised floor of the mwenga. As she spread a fine guest 
mat for me to sit upon, she told me her name was Tebutin- 
nang—Movement-of-Clouds. Seated cross-legged on another 
mat, she explained with gravity that her grandfather had 
charged her to entertain me with conversation, should I 
arrive before his return from fishing. He would not be very 
long now; would I like to drink a coconut while she went 
on entertaining? When I said yes, please, she climbed down 
from the floor, brought in a nut which she had opened 
under the trees outside with a cut-lass knife almost as long 
as herself, sat down again and offered it to me cupped in 
both hands, at arms length, with her head a little bowed. 
“You shall be blessed,” she murmured as I took it. I did say 
“Thank you” in reply, but even that was wrong; I should 
have returned her blessing word for word, and, after that, I 
should have returned the nut also, for her to take the first 
sip of courtesy; and at last, when I had received it back, I 
should have said “Blessings and peace” before beginning to 
drink the milk. All I did—woe is me—was to take it, swig it 
off, and hand it back one-handed, empty, with another 
careless “Thank you.” 

She did not rise and run off with it as I had expected, 
but sat on instead with both arms clasping the nut to her 
little chest, examining me over the top of it. “Alas,” she 
said at last in a shocked whisper, “Alas! Is that the man- 
ners of a young chief of Matang?” She told me one by one 
of the sins I have confessed, and I hung my head in shame, 
but that was not yet the full tale. My final discourtesy had 
been the crudest of all. In handing back the empty nut, I 
had omitted to belch aloud. “How could I know when you 
did not belch,” she said, “How could I know that my food 
was sweet to you? See, this is how you should have done 
it!” She held the nut towards me with both hands, her 
earnest eyes fixed on mine, and gave vent to a belch so 
resonant that it seemed to shake her elfin form from stem 
to stern. “That,” she finished, “is our idea of good manners,” 
and wept for the pity of it—Quoted from Grimble by 
A. Burgess: Traditional Systems of Child Care (Some Im- 
plications in the West Pacific Region), 1952, The Journal of 
Tropical Pediatrics, December, 1957. 


Chain Reaction 


The following letter was sent ...by someone who said he 
found it in a Calcutta publication, and that it was originally 
written by a bricklayer in Barbados to the firm for which he 
works: 


“Respected Sir: When I got to the building, I found that 
the hurricane had knocked some bricks off the top, so I 
rigged up a beam with a pulley at the top of the building 
and hoisted up a couple of barrels of bricks. When I had 
fixed the building there was a lot of bricks left over. I 
hoisted the empty barrel back up again and secured the line 
at the bottom and then went up and filled the barrel with 
the extra bricks. Then I went to the bottom and cast off the 
line. Unfortunately, the barrel of bricks was heavier than I 
was and before I knew what was happening the barrel 
started down, and jerked me off the ground. 

“I decided to hang on, and half way up I met the barrel 
coming down and received a severe blow on the shoulder. 
I then continued to the top, banging my head against the 
beam and getting my fingers jammed in the pulley. When 
the barrel hit the ground it bursted its bottom, allowing the 
bricks to spill out. I was now heavier than the barrel and so 
started down again at high speed. Half way down I met the 
barrel coming up and received severe injuries to my shins. 
When I hit the ground I landed on the bricks, getting several 
painful cuts from the sharp edges. At this point I must have 
lost my presence of mind, because I let go the line. The 
barrel then came down, giving me another heavy blow on 
the head and putting me in the hospital. 

“I respectfully request sick leave.”"—Trade Winds, The 
Saturday Review. 


Let Us Now Praise Common Men 


Harsh words are spoken of the Common Man, 

That shambling pachyderm of sluggard wit, 
Of skull so dense that only a trepan 

Can knock the simplest notion into it; 
Whose moral code is writ on quivering jelly, 

Whose table-talk keeps strictly to the level 
Of weather, women, racing-tips and telly; 

And yet, before you wish him to the devil, 

Reflect how much you owe to his rejection 
Of that grammatical device Inflexion; 
And so—unless you would prefer to chat in 

Some over-sexed, case-hardened speech like Latin— 
Let this one tribute to the clot be sung: 

The Common Man gave us the Vulgar Tongue.—E. V. 
Milner, Let Us Now Praise Common Men, Punch, Jan. 15, 
1958. 

God and the Doctor 


God and the doctor we alike adore 
But only when in danger not before; 

The danger o'er, both are alike requited 
God is forgotten, and the doctor slighted. __. 

~ From Epigrams cf Dr. John Owen, who died in 1622. 


Quoted by F. Roberts in Lancet, Dec. 21, 1957. 


| 
| 


— 


Medrol 


hits the disease, but spares the patient 


Upjohn 


; The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 


° 


J.A.M.A., April 26, 1958 


Pla Cc i dytl nudges your patient to sleep 


(ETHCHLORVYNOL. ABBOTT) 
804103 


The Cosmetic Answer 


More and more doctors are coming to realize that 
the problems of many of their patients can be answered 
by the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- 
eral outlook on life. 


There are many periods in a woman's life when an 


interest in improving her appearance goes a long way 
towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. 


Luzier Inc., Makers of Fine Cosmetics & Perfumes 
“Either after your rich Uncle or my rich Aunt, 
but not Samuel Josephine!” 


KANSAS CITY 41, MISSOURI 
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NEW... 


for the anginal heart 


POSITIVE 
CORONARY 


Penite provides positive coronary vasodilation 
to increase oxygen supply to the myocardium. 
Furthermore, by reducing stress and tachy- 
cardia, the work load of the heart is reduced. 


Results of clinical studies show that Penite can 
provide unsurpassed freedom from anginal at- 
tacks. 


“We have recently had gratifying results from 
... [Penite] tablets. 


“In our experience so far, the number of an- 
ginal attacks has been sharply reduced... .”” 


EACH PENITE TABLET CONTAINS: 


Nitroglycerin............ (1/200 gr.) 0.3 mg. 
Pentaerythritol tetranitrate .......... 10.0 mg. 


Usually, swallow one tablet before each meal and 
one at bedtime if needed. Clinical supplies on 
request. 


1. Plotz, M.: Coronary Heart Disease, Hoeber-Harper, New 
York, 1957, p. 299. 


PENITE 


TABLETS 


CARNRICK 


G. W. Carnrick Company ¢ Newark 4, New Jersey 


J.A.M.A., April 26, 1958 


HELPFUL 
PAMPHLETS 
FOR 
BAFFLED 
PARENTS 


CALLING ALL PARENTS 


A delightful booklet where babies do the talk- 
ing through pictures and captions. 36 pages, 
25 cents 


WHAT DOES YOUR BABY 
PUT IN HIS MOUTH? 


Tells how to prevent accidents from choking 
and what to do if they happen. by Chevalier 
Jackson and Chevalier L. Jackson. 24 pages, 
15 cents 


BAD HABITS IN GOOD BABIES 


Including sleep disturbances, eating problems, 
stubbornness, bladder control. by H. M. Johr, 
16 pages, 20 cents 


THUMBSUCKING 


Tells when and why babies suck their thumbs 
and what to do about it. by Margaret B. 
Kerrick, 4 pages, 10 cents 


AMERICAN 
MEDICAL 
ASSOCIATION 


535 N. Dearborn Street, Chicago 10, Illinois 
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SUSPENSION 1% 


no sting ...-Just drop on eye...spreads in a wink! Provides unsur- 
passed antibiotic efficacy in a wide range of common eye 
infections...dependable prophylaxis following removal of 


no smear foreign bodies and treatment of minor eye injuries. 


SUPPLIED: 4 cc. plastic squeeze, dropper bottle containing 
no cross ACHROMYCIN Tetracycline HC! (1%) 10.0 mg,., per cc., sus- 
pended in sesame oil...retains full potency for 2 years 


contamination without refrigeration. 


*Reg. U.S. Pat. Off. 


t Leterte } LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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Mental and Emotional disturbances 


“for the first time in ten years he 


is symptom free” 


A 46-year-old salesman had a 10-year history of anxiety, tension, 
nervousness and idiopathic colitis. Previous medication had been only 
partially successful. 


Four days of ‘Compazine’ therapy brought complete relief of the 
colitis. After six weeks of therapy, he had no complaints—no nervous- 
ness or irritability. For the first time in 10 years he was symptom free. 


remarkable for its freedom from drowsiness and depressing effect 


Available: Tablets, Ampuls, Multiple dose vials, Spansule® sustained release 
capsules, Syrup and: Suppositories. 


Smith Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 


| 
| 
| 
f 


: 
nae 


ron 


is asthma in children a contraindication to protective 
immunizations against tetanus, diphtheria and pertussis? 


No. Asthmatic children need this protection more than other chil- 
dren. If these diseases are contracted there will be danger of reactions 
to the serums and drugs used in treatment. 

Source — Glaser, J.: Pediat. Clin. North America (Feb.) 1957, p. 293. 


often preferred for protection against asthmatic attacks 


A M | N E Tsuppositories with nonreactive base 
AMINOPHYLLINE WITH PENTOBARBITAL 


Many physicians prefer AMINET because it protects their asthmatics without the 
hazards of intravenous injection, the gastric distress of oral aminophylline and 
the cardiovascular effects of adrenergics. It may be used for prolonged periods 
in hypertensive and cardiac patients. 


Full Strength AMiNeET Suppositories —for adult use — aminophylline 0.5 Gm. (7% gr.), 
pentobarbital sodium 0.1 Gm. (1% gr.), benzocaine 0.06 Gm. (1 gr.) and for children 
weighing over 80 lbs.—Half Strength AmMiNet Suppositories. Also available—plain 


Aminophylline Suppositories 0.5 Gm. 


/\ AMES COMPANY, INC + ELKHART, INDIANA + Ames Company of Canada, Ltd., Toronto 
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debilitated 

e elderly 

diabetics 
infants, especially prematures 
those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


* those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


a broad-spectrum antibiotic of choice is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin 
for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin — the first well-tolerated antifungal antibiotic — 
for its specific antimonilial activity Mycostatin protects 
many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./260,000 u.), bottles 

126 ./125,000 u.), botth f 16 

u.), 2 oz. bottles. Pediatric Drops (100 : Aer seven days After seven days 
-/100,000 u.), 10 cc. d bottles. | 

mg. u.), 10 ee. dropper les of therepy 


Sagues 


Squibb Quality- 
the Priceless Ingredient 


“MYSTECLIN, "@ *MYCOSTATIN',@ AND "SUMYOIN’ ARE SQUIB® TRADEMARKS 
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THE MORE YOu EXPECT 

OF A LOCAL ANESTHETIC 

THE MORE YOU WILL DEPEND 
ON XYLOCAINE 


injectable solution for 


_Less Time is Required 


in Local Infiltration Anesthesia 


5 a local anesthetic agent in closure of lacerations, removal of 


Xylocaine closely approaches the ideal a 
y and other minor surgical procedures, 


cision of abscesses, in tonsillectom 


cysts, moles and warts, ex 
s, for example, Xylocaine can be infiltrated through the 


and reduction of fractures. In small laceration 


cut surface; thus facilitating more thorough, pain-free exploration, and allowing more time for careful 


suturing. 


those cases where va 
sopressor drugs are not contraindicated, less epinephrine is required 
quired than with 


Next issue — 


e : t 


| | 
Injection of Xylocaine is simple and rapid diffusion produces an extensive operative field. It is well- . 
tolerated and for 
| any other local ively hi 
y ocal anesthetic agent. Even in relatively high concentrations, tissue tolerance to Xylocaine a 
is remarkably good. 
Clinical acceptance? a 
prance’—more than half a billion injections attest to it. Clinical utility and safety? 
there is a bibliogra 
phy of more than 300 publi | 
published references ing i 
local anesthesia, nerve blocking, and topical ; cessful application in i 
Pical anesthesia by spray or by instillati 
. 
: “They rewrote the book for Xylocaine.” ation. That's why it is | a 
TH 
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a new specific moniliacide 


VAGINAL SUPPOSITORIES AND POWDER 


MICOFUR™ is combined with 


brand of nifuroxime 


an established specific trichomonacide FUROXONE® in 


brand of furazolidone 


85% CLINICAL CURES* In 219 patients with either trichomonal vaginitis, 
monilial vaginitis, or both, clinical cures were secured in 187. 


71% CULTURAL CURES* 157 patients showed negative culture tests at 3 
months’ follow-up examinations. 


Simple two-step treatment swiftly brings relief and 
control of vaginal moniliasis and trichomoniasis. 


STEP 1 Office administration of TRICOFURON VAGINAL POWDER 
Applied by the physician at least once a week, except during mensiruation. 
(Micofur 0.5% {anti 5-nitro-2-furaldoxime), the new nitrofuran fungicide, and Furoxone 


0.1% in an acidic, water-soluble powder base). Plastic insuffator of 15 Gm., with 3 
sanitary disposable tips. Also glass bottle of 30 Gm. 


STEP 2 Continued home use to maintain moniliacidal-trichomonacidal 
action: TRICOFURON VAGINAL SUPPOSITORIES Employed by the 
patient each morning and night the first week and each night thereafter — 
through one cycle, especially during the important menstrual days. 
(Micofur 0.375% and Furoxone 0.25% in a water-soluble base) CECA Box of 24 bullet- 
shaped suppesitories, each hermetically sealed in green foil; with applicator. Box of 12 
wedge-shaped suppositories without applicator. 

*Combined results of 12 clinical investigatozs, Data available on request. 


NITROFURANS—a new class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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TO SAVE YOU TIME, 


TO GIVE SERVICE 
A NEW CONCEPT IN 
PHARMACEUTICAL 


CIBA 


PO 


LITERATURE * * * * 


ORI | 


CONTROL 

OF HYPERTENSION 
TACHYCARDIA 
ANXISTY-TENSION 
AND RELATED 
DISORDERS 
PSYCHOSES 
THROUGH 
SYMPATHETIC 
REGULATION 


During the coming months, you will receive the first of 
the new CIBA PICTORIAL REPORTS. These booklets are de- 
signed to guide you in the use of important drugs in 
everyday practice, and at the same time reduce your 
volume of mail. 

The REPorRTs are substantial and comprehensive, 
yet easily read. Through them, you will receive full 
information on common therapeutic problems, with a 
minimum of mail. 

CIBA PICTORIAL REPORTS Will have illustrations to 
show therapeutic action, biochemical effects, etc. Photo- 
graphs, charts, diagrams and graphs will demonstrate 
clinical experience, indications, side effects, dosages, 


precautions. In many cases the graphic material may 


RIS 


be of aid in explaining to patients the nature of illnesses 
and the rationale of drug therapy. 

The first CIBA PICTORIAL REPORT will explore the 
concept of “Sympathetic Regulation” in the control of 
high blood pressure and other disorders. Among other 
REPORTS to follow will be “Daytime and Night-time 
Sedation”; “Drug Therapy and Dermatology”; “Ad- 
vanced Therapy for Advancing Hypertension”; “The 
Use of Stimulants in Everyday Medical Practice.” 

If you are among those physicians who want com- 
plete information about drugs, but less mail, look for 
CIBA PICTORIAL REPORTS. We believe you will agree that 
they're worth reading... and worth keeping. 


CIBA, SUMMIT, N. J. 
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For effective initial digitalization and 
easy maintenance Gitaligin has proved to 
be a “digitalis of choice” for these 
notable reasons— 


Significant Wide Margin of Safety''— 

The average therapeutic dose of Gitaligin is 
only % the toxic dose, thus providing 

a wide margin of safety. 


Medium Rate of Dissipation— 
For Controlled rate of excretion between rapidly excreted 
Cardiac Therapy digoxin and slowly excreted leaf or digitoxin, 


Complete Absorption— 
rapid and complete from gastrointestinal tract. 


Uniform Potency— 
constant from batch to batch. 


Give all your patients with cardiac 
decompensation the benefits of a 
*‘wide safety margin” cardiotonic— 


(White's brand of smotphaus gitalin ) 
FOR WELL-TOLERATED, SMOOTH, CONTROLLED CARDIAC THERAPY 


ie 


Supplied: 
' Gitaligin 0.5 mg. tablets—botties of 30 and 100. 
Gitaligin injection Ampuls—2.5 mg. in 5 cc. sterile, [.V. 
solution. 
Gitaligin Drops with special calibrated dropper. 


; Simple dosage equivalents: 
: it is easy to switch patients who are being maintained on 


other digitalis preparations to Gitaligin by substituting the 
equivalent daily maintenance dose of Gitaligin listed below. 


Aas 0.5 mg. (1 tablet) of Gitaligin is approximately equivalent to 
0.1 Gm. (1% gr.) digitalis leaf, 0.5 mg. digoxin or 0.1 mg. 


digitoxin. 


1. Harris, R., and Del Giacco, R. R.: Am. Heart J. 52:300 (Aug.) 1956. 
2. Weiss, A., and Steigmann, F.: Am. J, M. Sc. 227:188 (Feb.) 1954. 
3. Dimitrotf, S. P.; Griffith, G. C.; Thorner, M. C., and Walker, J.: 
Ann. Int. Med. 39:1189 (Dec.) 1953. 4, Hejtmancik, M. R., and Herr- 
mann, G. R.: Texas J. M. 51:238 (May) 1955, 5. Batterman, R. C.; 
DeGraff, A, C., and Rose, O, A.: Circulation 5:201 (Feb.) 1952. . 
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For better 
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tetracycline absorption, 


higher serum levels 
and more certain 
control of infection... 
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Typical comments from clinical investigators 


“The advantages of higher blood and tissue levels of tetracycline in 
combating infections with susceptible bacteria are significant.”' 


“All patients with infections caused by tetracycline-sensitive or- 
ganisms responded satisfactorily to tetracycline phosphate com- 
plex therapy.”° 


“The increased serum levels obtained with it [tetracycline phos- 


996 


phate complex] may be considered a ‘safety factor’. 


“It effectively controlled the pyogenic component . . .”° 


“Side effects were infrequent and mild... .”* 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


pneumonia, 

acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


bacillary and 

amebic dysentery, 
bacterial diarrhea, 
gastroenteritis. 


typhus fever, 
Rocky Mountain 
spotted fever, 
trachoma, 
lymphogranuloma 
venereum, 
psittacosis. 


preoperative prepara- 
tion of gastrointestinal 
tract; deliveries in un- 
sterile fields. 


Suits every tetracycline need to a 
in a wide 
including: 
pyelonephritis, 
pyelitis, 
cystitis, 
prostatitis, 
urethritis. 
: 
3 cellulitis, 
a 
pustular dermatoses, : 
acne. 
: 


THE ORIGINAL TETRACYCLINE PHOSPHA 


Faster, higher tetracycline serum levels 
for more certain control of infection.”**”'*" 


Significant serum levels for 24 hours on a single 
dose of Tetrex Intramuscular (250 mg.)”* 


A single, pure antibiotic (not a mixture.) 


B.i.d. or q.i.d. dosage equally effective orally. 


11,6 


Clinically “sodium-free. 


A dosage form for every tetracycline need. 


References: 1, Cronk, G. A., Naumann, D. E., and Casson, K.: Fifth 
Annual Symposium on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
2. Dube, A. H.: Ibid. 3. Portney, B., Draper, T., and Wehrle, P. F.: 
Ibid. 4, Shidlovsky, B. A., Prigot, A., Maynard, A. de L., Felix, A. J., 
and Hjelt-Harvey, I.: Ibid. 5, Cronk, G. A., and Naumann, D. E.: 
Ant. Med. & Clin. Ther. 4:166, 1957. 6. Prigot, A., Shidlovsky, B. A., 
and Felix, A. J.: Ibid. 4:487, 1957. 7, Pulaski, E. J., and Isokane, R. K.: 
Ibid. 4:408, 1957. 8, Putnam, L. E.: Ibid. 4:470. 1957. 9, Rein, C. R., 
and Fleischmajer, R.: Ibid. 4:422, 1957. 10. Welch, H., Lewis, C. N., 
Staffa, A. W., and Wright, W. W.: Ibid. 4:215, 1957. 11, Pulaski, E. J.: 
Practitioner 179:465, 1957. 
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SPHATE COMPLEX 


Five groups of investigators who administered TETREX to 
996 patients with a wide variety of infections reported 
excellent therapeutic results, with a remarkably low inci- 
dence of side effects."*°*° As one group reported: “All 
patients infected with tetracycline-sensitive organisms re- 
sponded satisfactorily to therapy.”' In only 8 patients 
(0.8% ) of the 996 were side effects such as to require 
discontinuance of therapy. 


As the need arises — a suitable dosage form: Tetrex Capsules 
(250 mg.), Tetrex Pediatric Capsules (100 mg.), Tetrex Intra- 
muscular (250 mg.) with Xylocaine*, Tetrex Intramuscular (100 
mg.) with Xylocaine* 


Also Available: Tetrex Syrup and Tetrex Pediatric Drops (tetracy- 
cline syrup, phosphate buffered.) 


*® of Astra Pharm. Prod. Inc. for lidocaine. 


Bristol casorarories inc., Syracuse, N. Y. 


in a wide 
variety of 


including: 


pneumonia, 
acute bronchitis, 
pharyngitis, 
sinusitis, 

septic sore throat, 
whooping cough. 


bacillary and 

amebic dysentery, 
bacterial diarrhea, 
gastroenteritis. 


cellulitis, 
furunculosis, 
pustular dermatoses, 
acne. 


typhus fever, 

Rocky Mountain 
spotted fever, 

trachoma, 


_lymphogranuloma 


venereum, 


psittacosis. 


preoperative prepara- 
tion of gastrointestinal 
tract; deliveries in un- 
Sterile fields. 


for the older tet line hydrochlorid 
| vor the older fetracyciine rocnioride,. 
prostatitis, 
urethritis. 
| 
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“Since we put him on NEOHYDRIN he’s been 


able to stay on the job without interruption?’ 


oral 


organomercurial NEOHYDRIN 


diuretic 
BRAND OF CHLORMERODRIN 


: 
: 
: 


Noludar 
will put your patient 
sleep 


and will not awaken 
with that knocked out 


Two 200 mg Noludar® Tablets 
(non-barbiturate) are almost 


certain to produce sound, 
restful sleep. One 200 mg 
tablet is frequently adequate. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche !nc 
Nutley 10, New Jersey 


Noludar®— brand of methyprylon— non-barbiturate 
sedative-hypnotic 
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functional 
uterine 
bleeding... 
the most 
effective 
hormone is 
a progestogen 


(norethindrone, Parke-Davis) 


oral progestogen with unexcelled potency and unsurpassed efficacy 


Functional uterine bleeding is usually due to failure of ovulation with sustained estrogenic stimulation of the endo- 
metrium in the absence of progesterone. Administered orally, NORLUTIN produces presecretory to secretory and 
marked progestational endometrium in 3 to 14 days.’* Return of normal menstruation frequently can be induced by 
continued cyclic therapy with NORLUTIN during successive months. 

CASE summary? A 44-year-old woman had spotting and bleeding for 10 days. She was treated with NORLUTIN, 
10 mg. twice daily for 4 days. Bleeding stopped during medication and 24 to 72 hours after cessation of therapy 
normal withdrawal bleeding occurred. 

INDICATIONS FOR NORLUTIN: conditions involving deficiency of progesterone such as primary and secondary 
amenorrhea, menstrual irregularity, functional uterine bleeding, endocrine infertility, habitual abortion, threatened 
abortion. 


_ PACKAGING: 5-mg. scored tablets (C. T. No. 882), bottles of 30. 


REFERENCES: (1) Greenblatt, R. B., & Clark, S. L.: M. Clin. North America, Philadelphia, W. B. Saunders Company (Mar.) 1957, 
p. 587. (2) Greenblatt, R. B.: J. Clin. Endocrinol. & Metab. 16:869, 1956. (3) Hertz, R.; Waite, J. H., & Thomas, L. B.: Proc. Soc. Exper. 
Biol. & Med. 91:418, 1956. 


‘Ip: PARKE, DAVIS & COMPANY - DETROIT 322, MICHIGAN 
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“I’m getting to 


top fast- 
then Pll relax!” 


The driver-type often drives himself to peptic ulcer—or hyperacidity. 
Prescribe Mucotin, the antacid tablet with natural gastric mucin 
that forms a protective coating on ulcerated, eroded or 
inflamed mucosa. Relief is fast and long lastir g because the 
histamine-free natural mucin sets up an acid barrier that prolongs 
antacid action for as long as two hours, gives natural healing 
processes a chance to work. And pleasant-tasting Mucotin 
causes no acid rebound or systemic alkalosis. 
Each tablet contains: natural gastric mucin, 0.16 Gm., 
aluminum hydroxide gel, 0.25 Gm., and magnesium trisilicate 0.45 Gm. 


Nepera Laboratories, Morris Plains, N. J. 


MUCOTIN 


for peptic ulcer and hyperacidity (ws chena) 
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Accelerated clinical response 


with a new form of PEN: VEE 


TABLETS 


penicillin V potassium 


Philadelphia 1, Pa. 


with oral therapy in infections susceptible to penici 


llin, 
including many formerly requiring parenteral penicillin. 


Tablets, '125 mg. (200,000 units) and 250 
mg. (400,000 units), vials of 36. 


SUPPLIED: 
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a well patient 


measures therapeutic success 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


when an oral penicillin is indicated... prescribe Pentids 


Six years experience by physicians in treating many mil- 
lions of patients with Pentids confirm clinical effective- 
ness and safety. Excellent results are obtained with 
Pentids in many common bacterial infections with only 
1 or 2 tablets t.i.d. Pentids may be taken without regard 
to meals. Pentids are economical. 


DOSE: 1 or 2 tablets t.i.d. without regard to meals 
SUPPLY: Bottles of 12, 100 and 500 tablets 


other Pentids products 

NEW Pentids For Syrup: Squibb Flavored Penicillin Powder: 
when prepared with 35 cc. of water, the preparation pro- 
vides 60 cc. of fruit-flavored syrup, 200,000 units per tea- 
spoonful (5 cc.). 

Pentids Capsules: Squibb Penicillin G Potassium 200,000 
Unit Capsules, bottles of 24, 100 and 500. 

Pentids Soluble Tablets: Squibb Penicillin G Potassium Sol- 
uble Tablets—200,000 units, vials of 12, bottles of 100. 
These formulations are given % hr. before meals or 2 hrs. 
after meals. 


Squibb Quality—the Priceless Ingredient 


*PENTIOS'@ 19 A SQUIBG TRADEMARK 
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Documentary Case History... 


Hypertension controlled 


for four years with 


K. C., a 67-year-old retired shirt manufacturer, had a 
16-year history of hypertension, was troubled by recur- 
rent dizzy spells and headaches. “I'd get several attacks 
a day... . Usually I’d go into the bedroom and lie down.” 
Serpasil therapy was started four years ago, effecting a 
gradual reduction of the patient’s initial blood pressure 
of 220/120 mm. to the present 140/80. Now well and 
asymptomatic, “. . . I’m able to go to matinees and see 
some of the TV shows.” 

SUPPLIED: Tastets, 4 mg. (scored), 2 mg. (scored), 1 mg. 
(scored), 0.25 mg. (scored) and 0.1 mg. 

Exrirs, | mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 


(reserpine CIBA) 


PARENTERAL SOLUTION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml. 
Multiple-dose Vials, 10 ml., 2.5 mg. Serpasil per ml. 


ENVIRONMENTAL ENDOGENOUS 


Hypertension controlled through f 


SYMPATHETIC REGULATION 


Serpasil shields the psychic and somatic 
reaction centers from emotional and 
environmental stress stimuli, thereby 
inhibiting the discharge of vasoconstrictive 
impulses through the sympathetic nerves. 


Adapted from Moyer, J. H., Dennis, E., and Ford, R.: 
Cisse A Arch. Int. Med. 96:530 (Oct.) 1955. 
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NEW liquid pediatric analgesic-antipyretic 


TWO SAFETY FEATURES 


1. Salicylamide is well known for its low toxicity index,'* and the fact that it shows little 
tendency to sensitization. 


2. LIQUIPRIN Salicylamide Suspension is supplied in exclusive non-spill safety bottles from which 
even the most ingenious youngster cannot pour or drink. The medication can only be obtained by using 
the non-breakable calibrated dropper. 


EASY TO USE: 
The convenient liquid form permits the required dose to be easily obtained and accurately measured. 
Children love the pleasant taste—there are no administration problems—even in the home. 
Blends readily with formula or orange juice. 


CLINICALLY EFFECTIVE: 

LIQUIPRIN Salicylamide Suspension has been widely tested in several of the country’s 
leading pediatric hospitals and has been found to provide prompt, effective antipyretic effect— 
especially notable in those cases which do not require specific antibiotic therapy.” 

Proved well tolerated for continued use in studies involving many hundreds of children.’ 


LIQUIPRIN Salicylamide Suspension contains | gr. salicylamide per cc. It may 
be obtained by mothers, at your direction, without prescription. 


Recommended dosage: 2 dropper for each year of age, not to exceed 
2 droppers (5 gr.). Each 2 dropper contains 1% gr. salicylamide. 


References: (1) Bavin, E. M.; Macrae, F. J.; Seymour, D. E., and Waterhouse, P D.: J. Pharm. & Pharmacol. 4:872, 1952. 

(2) Hart, E. R.: J. Pharmacol. & Exper. Therap. 89:205, 1947. (3) Way, E. L., and others: ibid. /08:450, 1953. (4) Feeney, G. C.; Carlo, P. E., 
and Smith, P. K.: ibid. 114:299, 1955. (5) Ichniowski, C. T., and Hueper, W. C.: J. Am. Pharm. A. (Scient. Ed.) 35:225, 1946. 

(6) Personal communication, Johnson & Johnson Research Foundation, Oct. 2, 1956. (7) Vignec, A. J.: “A Comparative Study of 
Antipyretic Effectiveness of Salicylamide and Acetylsalicylic Acid in Infancy,” J.A.M.A., to be published. 

Trademark for salicylamide suspension, Johnson & Johnson. 


Liquiprin 
for children 
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ONE OF THE MOST EFFECTIVE 
DRUGS EVER USED' | 


before the 
sets in 


brand of meclizine hydrochloride 


to prevent vertigo, nausea, vomiting 
asim pregnancy 


BONAMINE gives complete and long- 
acting protection against morning 
sickness — often for 24 hours, with a 
rare incidence of untoward effects.? 
Percentage of patients obtaining ex- 
cellent results is high and there are 
few therapeutic failures —‘‘at least 
90 per cent of the patients improve 
under the medication.’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arteriosclerosis 
« other geriatric indications + pedi- 
atric infections * postoperative pa- 
tients + opiate or other drug therapy 
* radiation therapy, Meniére’s syn- 
drome, fenestration procedures, 
labyrinthitis = motion sickness 


BONAMINE Tablets, scored, tasteless, 25 mg. Boxes 
of 8, bottles of 100 and 500. 


BONAMINE Chewing Tablets, pleasantly mint fla- 
vored, 25 mg. Packages of 8. 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 6:417, 
1955. 2. Moyer, J. H.: M. Clin. North America, March, 


1957, p. 405. *Trademark 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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myxedema there must be at least a hundred patients 


The diagnosis of hypothyroidism 
necessitates a broader clinical 
concept and should be considered 
in a wide range of clinical condi- 
tions, even in the absence of a 
lowered basal metabolic rate.* 
Treatment implies a simple, effec- 
tive and direct approach. 


SPECIFY 
ARMOUR 


thyroid 


Unsurpassed in quality and for 
consistent therapeutic results. 


When to Suspect Hypothyroidism* Growth failure in childhood; Delayed puberty; 
Menorrhagia and Amenorrhea; Anovulation, Infertility, Habitual abortion; 
Mastalgia and Cystadenosis of the breast; Obesity (some cases); Peptic ulcer, 
Hypochlorhydria, Constipation; Chronic fatigue, Anorexia, Leanness, Neurasthenia; 
Anemia (some cases); Dry skin, Alopecia; Allergic syndromes. 

*Starr, P.: Postgrad. Med. 17:73, 1955, 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY ¢ KANKAKEE, ILLINOIS 
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news the following 

two pages 

every practicing physician: 


SEER pas 
~ 
: ; 
= 
: . \ 


a new orally potent analgesic 


ANILERIDINE 


effective even for intense pain 


WHAT INVESTIGATORS SAY: 


* {n one series of 100 patients who received 60 mg. of ani- 
leridine every 4 hours for a 24-hour period, 95% reported 
relief of pain.? 


* “...a potent analgesic with high oral activity and rela- 
tively mild side reactions. . . . It has a prompt onset of action 
...and a long duration of analgesia. .. .’’? 


¢ Ina series of 300 patients, anileridine, used as a primary 
anesthetic agent, “appeared to be more potent than meper- 
idine, and with the drip method, no significant apnea or 
hypotension occurred. ... Analgesia appeared to persist up 
to three hours postoperatively.’’* 


* “In this study, anileridine was found to be two and one- 


half times as potent an analgesic as meperidine on a milligram 
basis.’’4 


¢ In a comparative study of 278 patients ‘LERITINE’ gave 
profound relief with potency approaching that of morphine 
with minimal side effects.° 
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'LERITINE' consistently gives profound relief 


‘LERITINE’ relieves pain and dispels apprehension both pre- and 


postoperatively. 


‘LERITINE’ has provided good obstetric analgesia either alone or 


with scopolamine or barbiturates. 


Anileridine || | 


‘LERITINE’ in recommended doses, orally or parenterally, pro- 

duces significantly fewer and less severe side reactions than those seen with 
certain other potent narcotic analgesics: nausea and vomiting are rare, 
central nervous system side effects are mild in nature or absent, and effects 


on heart and blood pressure are minimal. 


RECOMMENDED DOSAGE 
ORAL 


SUBCUTANEOUS 
& INTRAMUSCULAR: 


\dults—25 mg. repeated every 6 hours if necessary. Up to 
50 mg. (or more frequent 25 mg. doses) for severe pain. 


Adults—25 to 50 mg. An initial dose of 25 mg. is adequate in 
5 


INTRAVENOUS: 


PRECAUTIONS 


SUPPLIED: 


most instances for moderate pain. If insufficient, 50 mg. should 
be given, or for unusually severe pain—75 mg. For sustained 
analgesia, ‘LERITINE’ may be administered every four to six 
hours. 
Adults 
solution. Inject 5 to 10 mg. slowly, followed by the amount 
desired at a relatively slow drip. 


50 to 100 mg. added to 500 cc. of 5 per cent dextrose 


the rare instances of respiratory depression 
h “LERITINE’ and other potent 

readily reversed with the antagonis 
wphine). “LERITINE’ ma habit-forming. Subject to the 


Federal Narcotic Law 

ORAL: Tablets ‘LERITINE’ anileridine, 25 mg. each (present as 
the dihydrochloride); bottles of 100 and 500. 

PARENTERAL: ‘LERITINE’ available as Injection ‘LERITINE’ 
anileridine, 25 mg./cc., (present as the phosphate), in boxes of 


25 1-cc. and 25 2-cc. ampuls and in go-cc. vials. 


'LERITINE' FOR 


1. Keesling, R., Hinds, E. C., and Keats, A. S.: Princi- 
ples of Drug Evaluations in Dental Surgery: Antihis- 
tamines and Analgesics: (Paper read at the Thirty-fifth 
Gen. Meeting of the International Assoc. for Dental 
Research: Atlantic City, March 21-24, 1957). 

2. Orahovats, P. D., Lehman, E. G., Chapin, E. W.: 
Pharmacology of Ethyl-1-(4-Aminophenethy]) -4- 
Phenylisonipecotate, Anileridine, A New Potent Syn- 
thetic Analgesic: Journal of Pharmacology and Ex- 
perimental Therapeutics, Vol. 119, No. 1 (Jan.) 1957. 
3. Stage, J. T.: Anileridine as an Anesthetic Agent: 
Journal of the Florida Medical Association 44:143-145 


(August) 1957. 


LERITINE and NALLINE are trade-marks of Merck & Co., Inc. 


4. Keats, A. S., Telford, J., Kurosu, Y.: Studies of 
Analgesic Drugs: Anileridine Dihydrochloride: Anes- 
thesiology 18:690-697 (September-October) 1957. 

5. Riffin, I. M., Preisig, R., Wheaton, H. H., Land- 
man, M. E., and Schwarz, B. E.: ““A New Synthetic 
Analgesic, Anileridine,” Scientific Exhibit, 106th 
A.M.A. Annual Meeting, New York; June 3-7, 1957. 


Additional information is available to physicians 
on request. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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The opossum, born “prematurely,’’ must spend 
weeks in its mother’s pouch to become fully viable. 


For the human infant, unlike the opossum, prema- 
turity is not normal. But when it threatens, even a 
few extra weeks in the uterus can make the differ- 
ence between survival and death. 


Whenever labor begins between the 29th and 36th 
week of pregnancy and before dilatation of the 
cervix exceeds 3 cm., administration of Releasin 
may add precious additional days or weeks in 
utero development. 


Complete literature is available upon request. 
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21 long-acting sulfonamide 


20 MIDICEL provides all the clinical advantages 
of truly modern sulfonamide therapy: 1 TABLET- 
A-DAY CONVENIENCE—no forgotten or omitted main- 
19 tenance doses with consequent hazard of drug-free 
. periods. RAPID EFFECT—prompt absorption, good tissue 
diffusion. PROLONGED ACTION—effective blood and 
urine concentrations sustained day and night with 1 tablet 
daily. BROAD-RANGE ANTIBACTERIAL ACTIVITY—combats 
most sulfonamide-sensitive organisms; especially valuable 
in urinary tract infections. WELL TOLERATED—low dosage, 
high solubility and low concentration in urine minimize 
danger of crystalluria. 
Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or 
moderate infections, or 4 tablets (2 Gm.) for severe infections. 
Maintenance — 1 tablet (0.5 Gm.) daily. Children’s Dosage: 
According to weight. See literature for details of 
dosage and administration. Available: 
0.5 Gm., quarter-scored tablets, 
bottles of 24 and 100. 


Anxiety frequently prevents success in therapy ditions associated with anxiety , such as 
of psychosomatic conditions. ‘Ultran’ quickly al- premenstrual tension, i oat 
lays anxiety and tenseness. Your therapy for the emotional instability, opa june Se 
“whole patient” may be more effective when you _ tension headache,¢fnd senile a a 
include ‘Ultran’ in the regimen. Pulvules of 300 mgy usually 1 t,i 

‘Ultran’ is beneficial in a wide variety of con- *‘Ultran' (Phenaglycod&, 


Ett titty AND COMPANY INDIANAPOLIS DIANA, U.S.A. 
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NEWER DRUGS IN 


THE TREATMENT OF HYPERTENSION 
IV. USE OF RESERPINE, HYDRALAZINE, AND PENTOLINIUM IN VARIOUS COMBINATIONS 


Edward S. Orgain, M.D., Colin A. Munroe, M.D. 


URING THE PAST few years, three new 
types of drugs have been introduced and 
utilized in the treatment of primary arterial 
hypertension, namely, the anticholiner- 
gic agents, hydralazine hydrochloride, and various 
Rauwolfia compounds. When used alone, these 
drugs have not proved satisfactory as antihyper- 
tensive agents for all grades of hypertensive disease 
because of their inadequate hypotensive action or 
disagreeable, even intolerable, side-effects when 
used in effective dosage. The idea of using 
several drugs in combination,’ each possessing 
a different mode of action, in order to produce 
additive or synergistic effects on blood pressure 
seems entirely logical. Since the most effective 
combination of these drugs for the therapy of 
hypertensive disease is still unsettled, it appeared 
worthwhile to investigate the effects of reserpine, 
hydralazine, and pentolinium tartrate employed in 
various combinations upoag a suitable group of 
hypertensive patients. Pentolinium was the newest 
of the anticholinergic drugs available at the onset 
of this study. 

Pharmacologically, reserpine, a bradycrotic and 
tranquilizing agent, produces peripheral vasodila- 
tation by central inhibition of the sympathetic 
nervous system and possibly by a direct action on 
the vessel wall.’ Its principal utility is found in 
treatment of mild to moderate hypertensive disease. 
Hydralazine possesses complex actions, including 
direct peripheral vasodilatation,*® a weak sympath- 


George L. Donnelly, M.D., Durham, N. C. 


The possibility of synergistic effects among 
various drugs used in treating hypertension 
was explored by testing four combinations: 
hydralazine and reserpine (18 patients), 
hydralazine and pentolinium (6), reserpine 
and pentolinium (30), and all three drugs 
(24). The dosages varied somewhat, since an 
effort was made to increase the intake of 
each drug to reasonable tolerance. The 
drugs had been used singly in previous 
studies. The present study indicated the 
effectiveness of hydralazine when combined 
with reserpine for treatment of hypertension 
of moderate severity. Mean blood pressures, 
as measured in the recumbent position, fell 
to normal in 11 (61 %) of the 18 patients in 
this group, and the only major drug reaction 
in this group was hydralazine arthritis in one 
patient. The combination of hydralazine with 
reserpine was found to be simple, easily 
employed in outpatients, and relatively free 
from intolerable side-effects, provided that 
the dosage of each drug is gradually 
adapted to the tolerance of the patient. 
Hypertensive disease when present in the 
severe form generally requires the addition 
of a blocking agent to the combination of 
reserpine and hydralazine. 


From the Department of Medicine, Duke University School of Medicine, and the Cardiovascular Service, Duke Hospital. 
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olytic effect, and neutralization of such pressor 
principles as hypertensin and pherentasin."* Stimu- 
lation of the heart results in increased cardiac 
output; renal blood flow increases despite fall in 
blood pressure. When used alone, its hypotensive 
action is generally weak. Pentolinium,* a potent 
anticholinergic agent which blocks both sym- 
pathetic and parasympathetic nervous systems at 
the ganglion level, achieves blood pressure reduc- 
tion greater in orthostatic than recumbent positions. 
Absorption through the intestine is irregular, and 
wide fluctuations in blood pressure are commonly 


noted. 
Materials and Methods 


Previous publications from this hospital have out- 
lined methods of study and follow-up of hyperten- 
sive patients undergoing drug therapy.’ The 
present series of 78 patients comprises 43 males 
and 35 females ranging in age from 24 to 65 years 
(average 45 years). These 78 patients were divided 
into four groups, each group being treated with a 
separate combination of drugs. Eighteen patients 
were treated with reserpine and hyaralazine, 6 
patients with pentolinium and hydralazine, 30 pa- 
tients with reserpine and pentolinium, and 24 
patients with a combination of all three drugs. 
Blood pressures, taken in both recumbent and 
erect positions, were recorded frequently before 
treatment to establish control levels and repetitively 
during treatment at daily or weekly intervals. 

For purposes of classification in terms of severity 
of hypertensive vascular disease, patients in this 
study were divided clinically into four groups— 
group 1 (mild), group 2 (moderate), group 3 
(severe), and group 4 (advanced )—according to 
a “severity index” similar to those outlined by 
Page ° and Goodyer and associates.’ This severity 
index is based on level and duration of hyperten- 
sion, changes in optic fundi and renal function, and 
the presence of cerebrovascular disease, coronary 
artery disease, cardiac enlargement, and heart fail- 
ure. It possesses prognostic significance and offers 
a simple numerical system to tally changes result- 
ing from treatment. Of the total of 78 patients 
graded in this manner, 5 were classified as in 
group 1, 43 in group 2, 17 in group 3, and 13 in 
group 4. 

The three drugs studied had been employed 
singly or in combination with other drugs in a 
number of these patients, but inadequate response 
indicated the need for additional antihypertensive 
agents. Many patients were transferred from one 
of the four groups to another because of failure to 
obtain the desired hypotensive response or because 
of major reactions to one or more of the drugs. 
The presence of minor unpleasant side-effects was 
not an indication for withdrawal of the drug. 
Wherever possible, blood pressures were recorded 
at home by a member of the patient's family, since 
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these figures more accurately reflect the average 
blood pressure than casual blood pressures ob- 
served in the physician’s office. All recorded blood 
pressures were included in the averages of reported 
results. Diets employed varied from the basic rice 
diet to unrestricted diet. Sodium restriction was 
ordered for all patients in groups 3 and 4. The 
majority of patients were treated entirely on an 
outpatient basis for economic reasons. 

Drug dosage schedules for the entire series varied 
as follows: reserpine, 0.1-0.25 mg. three times daily, 
increasing to a maximum of 4 mg. daily (average 
1.22 mg.); hydralazine, 10-25 mg. four times daily 
to a maximum of 500 mg. daily (average 259 mg. ); 
and pentolinium, 10-20 mg. four times daily to a 
maximum of 1,000 mg. daily (average 311 mg.). 
An attempt was made generally to increase the 
dose of each drug to reasonable tolerance. In 
several instances pentolinium initially was ad- 
ministered in parenteral form for short periods be- 
fore transfer to the oral form. All patients were 
observed closely for major drug reactions. 


TABLE 1.—Effects of Reserpine, Hydralazine, and Pentolinium 


in Various Combinations on Mean Blood Pressure® 
Reserpine, Pen- 


Reserpine and Reserpine and tolinium, and 
Hydralazine Pentolinium Hydralazine 
(18 Patients, (30 Patients, (24 Patients, 
3-12 Mo.)t 3-24 Mo.)t 6-20 Mo.)t 
Fall in Mean Blood Recum- Reeum- Recum- 
Pressure, Mm. He. bent Erect bent a" bent Erect 
1) 1) 6) 1) 0) 
5 8 13 


Patients with fall to 11(61%)13(72%) 1(8%) 13(48%) 7(29%) 14(58%) 
normal 


*Mean blood pressure is obtained by adding one-third of the dif- 
ference between the diastolic and systolic pressure to the diastolic 
pressure 
+Duration of treatment. 

Percentage figures refer to per cent of patients in drug group. 


Results 


Reserpine and Hydralazine Therapy.—The group 
receiving a combination of reserpine and hydrala- 
zine comprised 18 patients; initial treatment was 
begun with reserpine in 13 and with hydralazine 
in 1. Four were started on therapy with the two 
drugs simultaneously. There were 10 males and 8 
females in this group; their ages averaged 44 years. 
Duration of treatment varied from 3 to 12 months. 

Patients were divided according to severity index 
as follows: four patients in group 1, nine in group 
2, four in group 3, and one in group 4. 

Table 1 reveals that 16 patients (89%) exhibited 
a “definite” fall in mean blood pressure of 20 to 
40+ mm. Hg in both recumbent and erect posi- 
tions. (A fall in mean recumbent blood pressure 
of 20 mm. Hg or greater is considered a “definite” 
reduction.) Mean blood pressures fell to “normal” 
in 11 patients (61%) in the recumbent position and 
in 13 patients (72%) in the erect position. 
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(“Normal” blood pressure is arbitrarily defined as a 
mean blood pressure of 115 mm. Hg. or less.) 
Table 2 presents the fall in blood pressure and 
mean blood pressure as recorded in recumbent 
and erect positions and averaged before and after 
months of therapy for each group. It is note- 
worthy that the average mean blood pressure for 
the entire group after reserpine-hydralazine therapy 
returned to “normal” both in the recumbent and 
erect positions. 

Of the 18 patients treated with these two drugs, 
the severity index changed as follows: four patients 
in group 3 reverted to group 2, three in group 2 
reverted to group 1, two in group 1 changed to 
group 2, one in group 2 changed to group 3, and 
the remaining eight patients were unchanged. The 
only major drug reaction occurring in this group 
was hydralazine arthritis in one patient. 

Reserpine and Pentolinium Therapy.—The group 
receiving a combination of reserpine and pento- 
linium comprised 30 patients; initial treatment was 
begun with pentolinium in 11, with reserpine in 12, 
and with both drugs simultaneously in 7. Duration 
of treatment varied from 3 to 24 months. There 
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After varying periods of treatment, 14 of these 
patients were transferred to the pentolinium-reser- 
pine-hydralazine group because of inadequate hy- 
potensive response and 2 were transferred to the 
pentolinium-hydralazine group because of reser- 
pine depression. Reserpine therapy was discon- 
tinued in one patient because of epigastric distress 
suggesting peptic ulcer. One patient had all drugs 
withdrawn because of myocardial infarction, and 
one patient (group 4) died of cerebrovascular acci- 
dent after four months of therapy. 

Reserpine, Pentolinium, and Hydralazine Ther- 
apy.—The group receiving reserpine, pentolinium, 
and hydralazine comprised 24 patients; initial treat- 
ment was begun with reserpine and pentolinium in 
14 patients and the three drugs simultaneously in 
10 patients. There were 11 males and 13 females 
whose age averaged 44 years. Treatment time var- 
ied from 6 to 20 months. According to severity in- 
dex, the 24 patients were classified as follows: 14 in 
group 2, 4 in group 3, and 6 in group 4. 

During the administration of these three drugs, 
mean blood pressure fell 20 to 40+ mm. Hg in both 
recumbent and erect positions in 20 patients (83%). 


TaBLe 2.—Effects of Reserpine, Pentolinium, and Hydralazine in Various Combinations 
on Group Average Blood Pressure and Mean Blood Pressure 


Group Av. Blood Pressure, Mm. He* Group Av. Mean Blood Pressure, Mm. He 


Recumbent Erect Recumbent Erect 
Before After Before After Before After Before After 
Drug Combination Treatment Treatment Treatment Treatment Treatment Treatment Fall Treatment Treatment Fall 
Reserpine and Hydralazine........... 200/120 156/93 193/119 143/89 147 114 33 144 107 37 
Reserpine and Pentolinium........... 218/125 184/110 207/125 152/100 156 135 2% 152 117 34 
Reserpine, Pentolinium, 

222/127 176/104 211/127 151/95 158 127 30 155 113 41 


* Systolic and diastolic. 


were 12 females and 18 males whose average age 
was 45 years. According to severity index the pa- 
tients were grouped as follows: 1 in group 1, 16 in 
group 2, 8 in group 3, and 5 in group 4. 

During combined treatment with reserpine and 
pentolinium, a fall in mean blood pressure of 20 to 
40+ mm. Hg was exhibited in 14 patients (47%) 
in the recumbent position and in 23 patients (77%) 
in the erect position. Average mean blood pres- 
sures fell to normal in 13 patients (43%) in the 
erect position (table 1) and in 1 patient (3%) in 
the recumbent position. This indicates the greater 
postural effects of the blocking agent. The average 
mean blood pressure fall in the recumbent position 
was 20 mm. Hg and in the erect position 34 mm. Hg 
(table 2). However, the resultant mean pressures 
were still elevated (135 mm. Hg in the recumbent 
position and 117 mm.Hg in the erect). 

The severity indexes changed as follows: one 
patient in group 4 reverted to group 3, four in 
group 4 reverted to group 2, three in group 3 re- 
verted to group 2, one in group 2 reverted to 
group 1, and 21 patients were unchanged. 


Mean blood pressure fell to normal in 7 patients 
(29%) in the recumbent position and in 14 pa- 
tients (58%) in the erect position (table 1). 

After treatment with this combination, reduction 
in group average mean blood pressure for recum- 
bent and erect positions was comparable to that 
found in the reserpine-hydralazine group, but 
greater than that observed in the reserpine-pento- 
linium group (table 2). It will be noted, however, 
that the hypertensive disease in the reserpine- 
hydralazine group was less severe than in the other 
two groups. 

The severity indexes changed as follows: two in 
group 4 reverted to group 3, five in group 2 re- 
verted to group 1, and one in group 2 changed to 
group 3. In the remaining 16 patients the severity 
index remained unchanged. 

In this group four patients developed hydrala- 
zine arthritis, with L.E. cells in the peripheral 
blood of two patients, necessitating discontinuance 
of hydralazine therapy. Reserpine was withdrawn 
in six patients because of the following major re- 
actions: depression (four patients), anxiety state 
(one), and distressing nightmares (one). One pa- 
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tient in this group developed myocardial infarction, 
and all drugs were withdrawn immediately. Two 
group 4 patients failed to respond to these three 
drugs, one dying after 8 months and the other after 
13 months of treatment. The deaths of both pa- 
tients were due to cerebrovascular accidents. The 
increased incidence of complications in this group 
were ascribed to the severity of the hypertensive 
disease and the intensity of treatment with maxi- 
mal drug dosage for prolonged periods. 
Pentolinium and Hydralazine Therapy.—The 
group receiving pentolinium and hydralazine was 
comprised of only six patients, four females and two 
males whose average age was 43 years. Three pa- 


tients had been initially treated with pentolinium ~ 


alone, and three were started on therapy with the 
two drugs simultaneously. As to severity index, 
they were classified as follows: four in group 2, 
one in group 3, and one in group 4. Duration of 
treatment varied from 8 to 14 months. 

The average blood pressure for the group fell 
from 217/116 to 180/106 mm. Hg in the recumbent 
position and from 203/118 to 166/105 mm. Hg in 
the erect position. Mean blood pressure fell 20 to 
40+ mm. Hg in three of six patients in the recum- 
bent position and in four of six patients in the erect 
position. The mean blood pressure of one patient 
fell to normal in the erect position and in one pa- 
tient in both recumbent and erect positions. This 
group is too small to permit definite conclusions 
regarding the effectiveness of this drug combina- 
tion. 

Comment 


Hypertensive vascular disease of mild to moder- 
ate degree may require no more than smal] doses 
of reserpine for adequate control of blood pres- 
sure.” Constant alertness must be maintained for 
the development of distressing mental illness, no- 
tably, anxiety and depression.* With increasing 
severity of the hypertensive process, satisfactory 
results are less often achieved with a single drug 
and further compounds must be added to the ther- 
apeutic program.’ Previous observations on the 
addition of protoveratrine to reserpine demon- 
strated no significant hypotensive advantage from 
the combination.* The present study, by contrast, 
indicates the effectiveness of hydralazine when 
combined with reserpine for treatment of hyperten- 
sion of moderate severity. The combination is sim- 
ple, easily employed on an outpatient basis, and 
relatively free of intolerable side-effects if gradual 
titration of both drugs is accomplished. Caution 
must be observed for the development of bone 
marrow depression or the various clinical features 
of the “collagen-like” syndrome (fever, chills, ar- 
thritis, pleuritis, pericarditis and L.E. cells in 
blood), which generally occur only when dosage 
exceeds 400 mg. per day for periods of over six 
months.*° 
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When pentolinium was used in combination with 
reserpine the effects appeared less satisfactory 
than those achieved by the reserpine-hydralazine 
combination. This difference is due to the greater 
number of severely hypertensive patients in the 
reserpine-pentolinium group. The addition of the 
blocking agent generally added minor side-effects, 
such as blurred vision, dry mouth, and constipa- 
tion. Irregular absorption from the intestine led to 
wide fluctuations in blood pressure, both recum- 
bent and orthostatic. Because of inadequate re- 
sponse, hydralazine was added to the reserpine- 
pentolinium treatment program of 14 patients. 
Greater fall in mean blood pressure resulted and 
more satisfactory control of blood pressure fol- 
lowed, of degree closely approximating the results 
obtained in 10 patients to whom all three drugs 
were administered initially. Results obtained by the 
combination of hydralazine and pentolinium were 
less satisfactory, but the group was too small for 
adequate evaluation. It would seem worthwhile to 
use reserpine and hydralazine in combination when 
more than reserpine alone is needed. When pre- 
liminary observations indicate that more potent 
compounds will be needed for patients exhibiting 
the more severe grades of hypertension (i. e., 
groups 3 and 4), therapy may be initiated under 
hospital control with reserpine and a_ blocking 
agent, hydralazine being added as soon as blood 
pressure fluctuation from the blocking agent is ob- 
tained. An alternative method on an outpatient 
basis consists of initial titration of reserpine and 
hydralazine dosage, adding the blocking agent it 
satisfactory results are not obtained with two drugs 
alone. The anticholinergic drugs are the most diffi- 
cult to regulate properly and offer the greatest 
potential hazards for patients suffering from cere- 
bral and coronary arteriosclerosis and renal insuffi- 
ciency. Gradual titration of the dosage of each 
drug cannot be overemphasized in the achievement 
of successful results. Certainly additive effects are 
obtained when two or more drugs having different 
sites of action are used together. Amelioration of 
side-effects is noted from reserpine in combination 
with other drugs. After hypertension has been con- 
trolled for several months, it is often possible to 
lower the dosage of each drug and, in a few pa- 
tients, withdraw one drug entirely. 


Summary 


Seventy-eight patients suffering from hyperten- 
sive vascular disease of varying severity were 
treated with different combinations of reserpine, 
hydralazine, and pentolinium. Eighteen patients 
exhibiting hypertension of moderate severity re- 
ceived reserpine and hydralazine in combination. 
A definite reduction in mean recumbent blood 
pressure was observed in 16 patients (89%) and 
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normal blood pressure was achieved in 11 patients 
(61%). This combination of drugs proved effective 
for this group of patients. 

Thirty patients exhibiting hypertensive disease 
of greater severity were treated with reserpine and 
pentolinium. The mean recumbent blood pressure 
fell definitely in 14 patients (47%), and in one it 
reached the normal range. Lack of satisfactory 
blood pressure control necessitated the addition of 
a third drug (hydralazine) to the therapeutic pro- 
gram of 14 patients. 

Twenty-four patients who had moderate to se- 
vere hypertensive disease were treated with three 
drugs, reserpine, hydralazine, and pentolinium, in 
combination. Definite reduction in mean recumbent 
blood pressure was noted in 20 patients (83%), and 
in 7 patients (29%) the mean blood pressure 
reached normal values. Comparable results were 
obtained in one group (14 patients) to which a 
third drug was added and another group (10 pa- 
tients) in which therapy with all three drugs was 
started simultaneously. In a small group of six 
patients treated with hydralazine and pentolinium, 
less satisfactory results were achieved, but the 
number of patients is too small for decisive con- 
clusions. 

For hypertensive disease of moderate degree not 
satisfactorily controlled by reserpine alone the ad- 
dition of hydralazine has proved to be a simple and 
effective measure. Hypertensive disease, when pres- 
ent in severe form, generally requires the action of 
a blocking agent in combination with reserpine and 
hydralazine. 

The reserpine and hydralazine used in this study were 
supplied as Serpasil and Apresoline by Ciba Pharmaceutical 
Products, Inc., Summit, N. J.; the pentolinium was supplied 
as Ansolysen by Wyeth, Inc., Philadelphia. 
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pearing in some patients after gastric resection; it is characterized by epi- 


D wane SYNDROME.—The dumping syndrome is a symptom complex ap- 


gastric discomfort, nausea, palpitation, tachycardia, weakness, syncope, often 
a feeling of warmth, and sometimes explosive diarrhea. Rapid gastric emptying re- 
sults in intrajejunal hyperosmolarity, with a compensating shift of extracellular fluid 
and plasma into the jejunal lumen to achieve isotonicity. Consequently, a reduction 


in circulating plasma volume occurs. . 


in many patients with dumping symptoms. . 


. . Increased peripheral blood flow is presen 
Increased peripheral blood fi p t 


. . The increased peripheral blood flow 


is closely related to the systemic symptoms of the dumping syndrome, such as 
syncope, tachycardia, and weakness. It is suggested that patients who exhibit severe 
systemic manifestations in dumping attacks have abnormal homeostatic vascular 
responses to sudden reductions in plasma volume.—D. B. Hinshaw, M.D., and 
others, Peripheral Blood Flow and Blood Volume Studies in the Dumping Syndrome, 


A. M. A. Archives of Surgery, May, 1957. 
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Much has been written concerning the relation- 
ships between serum lipids and lipoproteins and 
atherosclerosis.’ It is not the purpose of this report 
to discuss the evidence for or against these relation- 
ships or to compare the relative merits of the 
various kinds of lipid measurements. Rather, we 
propose to examine the reliability and the clinical 
interpretation of one of these measurements, that 
of total serum cholesterol. 

A recent exhaustive report states in its summary, 
“The measurement of total serum cholesterol re- 
mains the most practicable laboratory measurement 
for aiding in the identification of people with gross 
disturbances of lipid metabolism which predispose 
to coronary disease.”* Keys’ experience essentially 
agrees with this opinion.’ He has urged that a 
serum cholesterol measurement be made a part of 
the annual physical check up, particularly in men 
over 30, in order to select the individual who should 
observe special diet precautions or receive special 
therapy. 

If the physician in practice is to heed this advice 
he should know the answers to the following ques- 
tions: 1. What is the reproducibility of the results 
of a given cholesterol method in a specific labora- 
tory? With what confidence can the clinician assume 
that a single cholesterol measurement represents 
the true level? 2. What is the range of variability of 
duplicate samples performed in different labora- 
tories and by different methods? 3. What are the 
ranges of biological fluctuation of cholesterol levels 
over a period of months in patients with proved 
atherosclerosis who do not receive treatment? This 
paper attempts to answer these questions. 


Materials and Methods 


The 10 patients who form the basis for this 
report are part of a larger study inquiring into the 
long-term effects of various agents on the clinical 
course of disease in persons who have survived an 
acute myocardial infarction. This group ranged in 
age from 40 to 60 years. No patients with compli- 
cating diseases, such as diabetes, hypertension, 
thyroid or renal disease, or xanthomatous abnor- 
malities, were included. These 10 candidates for 
placebo treatment were randomly selected by 
choosing hospital registration numbers ending in 
odd digits. Careful inquiry into diet disclosed no 
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The conclusions that can be drawn from 
determinations of total serum cholesterol 
must take into account the varying results 
obtained by the use of different methods in 
different laboratories, the discrepancies to 
be expected between samples taken on the 
same day, and the physiological variations 
in a given individual over periods of weeks 
or months. Duplicate serums from three pa- 
tients who had had myocardial infarction 
were analyzed in five different laboratories, 
one of which used two methods. Not only 
were the results consistently higher in some 
laboratories than in others, but the rank- 
order of the results varied also. The discrep- 
ancies were such as to necessitate great 
caution in drawing inferences regarding 
diagnosis and treatment from a_ single 
cholesterol determination. In assessing the 
patient’s progress on therapy, to be of 
significance a cholesterol level checked but 
once after therapy must decrease about 100 
mg. per 100 cc. or else there must be a less- 
er decrease of about 60 mg. per 100 cc. 
which is consistently maintained. 


substantial change during the observation period 
from that before infarction occurred. All of the men 
were eating the usual American diet, estimated to 
contain 35-45% of the calories from fat. No patient 
showed a change in weight of more than 5 Ib. (2.3 
kg.) during the study. No other treatment was given. 
Total serum cholesterol measurements were made 
on patients after a 12-hour fast, the first being done 
at least two months after the infarction and there- 
after at monthly or more frequent intervals for 6 
to 12 months. Measurements were made by the 
Kingsley method,* in duplicate, on the same day. 
Other replicate measurements were made one week 
to one month later on serum stored in the refrigera- 
tor at temperatures of 0 to 6 C. 

In order to learn what variability in results might 
be encountered by analysis of duplicate serum sam- 
ples in various laboratories, the following program 
was devised. Three sets of “blind” duplicate sam- 
ples were submitted to five laboratories on different 
days. These laboratories were chosen as represen- 
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tative of the facilities available in this community 
and included a Veterans Administration hospital 
clinical laboratory, a university hospital clinical 
laboratory, two reputable commercial laboratories, 
and our own research unit. 


Results 


Our own laboratory has used the Kingsley method 
to perform a total of 1,500 replicate measurements 
on 500 serum samples. When a given serum sample 
is measured on the same day and in the same “run,” 
analysis shows a respectable average standard de- 
viation for duplicates of + 16 mg. per 100 cc. The 
record is less reassuring when the repeat measure- 
ment of the sample is performed a day, a week, or 
a month later. We have no evidence that cholesterol 
is “lost” or destroyed during storage in the refrig- 
erator. However, when the reproducibility is re- 
analyzed under these circumstances, the average 
deviation is found to be + 27 mg. per 100 cc. 

Results obtained in the interlaboratory study are 
listed in table 1. The most striking thing to be 
noted is the extreme range of the results. Sample 
A-B is reported to contain from 311 to 598 mg. per 
100 cc. of cholesterol, sample C-D from 183 to 296 
mg. per 100 cc., and sample E-F from 172 to 312 
mg. per 100 cc. 

By simple inspection it is apparent that results 
reported from commercial laboratory no. 2 are 
consistently and substantially lower than those re- 
ported from the other laboratories. Excluding this 
laboratory, the standard deviation for all other 
laboratories is similar and averages + 28 mg. per 
100 cc. for a single determination. This figure is 
nearly identical with the + 27 mg. per 100 cc. 
obtained from the larger study in our laboratory. 


TaBLeE 1.—Interlaboratory Comparison of Cholesterol 
Levels (Milligrams per 100 Cc.) and Reproducibility 


Univer- Commercial Com- 
Authors’ sity Laboratory! mercial 
VA Hos-_ Labo- Hospi- Labora- 
Serum pital* ratory* talt Method 1t Method 2} tory$ 
{ A 479 529 480 598 513 311 
B 418 487 O41 500 451 318 
{ Cc 240 260 255 291 273 183 
D 233 273 296 263 272 191 
Fr: 213 218 275 312 255 180 
F 220 249 288 252 246 172 


* Method of Kingsley and Schaffert.* 

+ Method of Bloor: Modified Methods, in Fister, H. J.: Manual of 
Standardized Procedures for Spectrophotometric Chemistry, New York, 
Standard Scientific Supply Corporation, 1950. 
en ee of Pearson, Stern and McGavack: J. Clin. Endocrinol. 

11245, 1952. 

§ Method of Shettel: Personal communication to the authors. 


Depicted in the figure are the month-to-month 
levels of serum cholesterol in representative pa- 
tients treated with placebo in the high, middle, and 
low concentration ranges. Table 2 indicates the 
data for all 10 patients receiving placebo medica- 
tion. The reader’s attention is called to the wide 
fluctuation of the serum cholesterol level in some 
patients and the negligible amount in others and to 
the weighted average standard deviation of + 30 
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mg. per 100 cc. biological variation. Although there 
is not a wide spread in mean cholesterol concentra- 
tion in this group of patients, analysis failed to 
show any significantly greater variation at the 
higher over the lower levels. 

The magnitude of change of serum cholesterol 
level which would be of statistical significance at 
the 95% level of confidence (less than 1-20 odds of 
the observed difference being due to chance) was 


400 


350 


300 


250 


MG% CHOLESTEROL 


200} 


i 


| 2 34 567 8 9 10 
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Serial serum cholesterol levels in three representative 
patients treated with placebo. 


computed. Under the conditions of this study, this 
figure is + 112 mg. per 100 cc. for a single deter- 
mination and + 100 mg. per 100 cc. when the 
measurements are made in duplicate. These figures 
are based on the sum of the variances (squares of 
the standard deviations) when the laboratory vari- 
ance is added to the individual biological variance 
adjusted for laboratory error. 


Comment 


Had a physician in the course of an annual physi- 
cal examination submitted sample E (table 1) to 
commercial laboratory no. 1, he might have felt 
compelled by the reported serum cholesterol level 
of 312 mg. per 100 cc. to recommend special dietary 
restriction for his patient. On the other hand, had 
the same sample been sent to commercial laboratory 
no. 2 (180 mg. per 100 cc.), he might have reassured 
his patient that his serum cholesterol level was well 
down in the normal range and that he was there- 
fore an unlikely candidate for coronary disease. 

Likewise, had a sample been submitted to com- 
mercial laboratory no. 1 on the day the E “run” was 
made (312 mg. per 100 cc.), the physician’s course 
of action may have been quite different from that 
he would choose had the same sample been sub- 
mitted to the same laboratory on the F “run” day 
(252 mg. per 100 cc.). The VA physician submitting 
sample A to his hospital laboratory and receiving 
a report of 479 mg. per 100 cc. might be impressed 
with the results of sitosterols or other agents when 
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the serum cholesterol level two weeks later proved 
to be 418 mg. per 100 cc., if he were unaware that 
this difference is within the range of his laboratory's 
technical error. 

Although the serial fluctuations of serum choles- 
terol level have been well studied in normal per- 
sons,” periodic changes in the levels of patients 
with atherosclerosis have not had sufficient atten- 
tion. Steiner and Domanski ° have reported a mean 
standard deviation of + 24.8 mg. per 100 ce. in 15 
patients with coronary arteriosclerosis; Watkin 
and co-workers * did a fundamental study to dem- 
onstrate biological variations in serum lipid meas- 
urements among a large, unselected group of 
patients. For individuals in the same age range as 
covered by our study, they report an average bio- 
logical standard deviation (exclusive of laboratory 
error) of + 13.96 mg. per 100 cc. These data were 
derived from cholesterol concentrations averaging 
208 mg. per 100 cc. 


biological variation and adds to this the laboratory 
error, then the 95% confidence limits for statistical 
significance in this situation would be a change of 
+ 60 mg. per 100 ce. 

It should be emphasized again that the + 27 mg. 
per 100 cc. standard deviation figure for laboratory 
error or reproducibility applies only to the labora- 
tories and techniques involved in this study. Special 
laboratories might show a better record, as the 
report of the technical group of the committee on 
lipoproteins and atherosclerosis indicates.” How- 
ever, our data will serve as a guide for the clinician 
using the ordinary commercial or hospital labora- 
tory. 


Summary and Conclusions 
There is a wide discrepancy in results of serum 
cholesterol measurements performed in different 
laboratories. The reproducibility record of a given 
laboratory and a given method should be evaluated 


TasLe 2.—Range of Serum Cholesterol Levels and Statistical Derivations Of Ten Placebo-Treated Patients® 


Biological Variance 


Cholesterol Level, Maximum 
Length of My. /100 Ce. Deviation Total Minus 

Observation, -———— ~~ from Mean, Total Laboratory Standard 

Case No. Age, Yr. Mo. Range Mean % Variance Variance Deviation 
Mi 6 253-345 29 18 1,587 1,290 36 
Hy) 12 278-373 328 15 1,620 1,388 37 
2 6 303-392 361 lt 1,381 1,039 32 
44 6 229-290 Nis 1,830 1,678 41 
59 216-286 278 22 162 13 
7 182-252 Is 1,174 M7 29 
43 6 172-286 321 239 5 
6 290-355 311 455 21 
a» 7 240-369 292 +f 1,890 1,734 42 
41 6 241-287 83 0 0 

Is M45 


* No trend could be noted; vise and fall appeared at random. 


Our own data indicate biological fluctuation to 
be somewhat higher. Perhaps this difference exists 
because all of our patients had had myocardial 
infarction and their mean serum cholesterol level 
was 77 mg. per 100 cc. greater. 

While this evidence indicates that a shift of 100 
mg. per 100 cc. in total serum cholesterol concen- 
tration is necessary before one can ascribe a result 
to treatment rather than chance, such a magnitude 
of change is not necessary for all persons. Table 2 
indicates that some persons have remarkably little 
biological fluctuation. Unfortunately, the clinician 
cannot know in which patients the determinations 
will be relatively stable without first measuring 
control cholesterol levels for several months. Addi- 
tionally, since the month-to-month measurements 
fluctuate without apparent trend, it is possible that 
a drop in serum cholesterol level of less than 100 
mg. per 100 cc. which remained at the lower level 
on repeated determinations would represent a sig- 
nificant result. If one strikes an average of the 
standard deviations in patients showing the least 


on the basis of replicate measurements made on dif- 
ferent days rather than during the same “run.” The 
identity of duplicate samples should not be avail- 
able to the technician. 

The biological fluctuation in total cholesterol 
levels of the patients with atherosclerosis treated 
with placebo in this study averaged + 30 mg. per 
100 cc. standard deviation. 

The physician who orders a serum cholesterol 
analysis to assess “atherogenic potential” should 
(1) know the performance of the laboratory he 
selects, and (2) ask the laboratory to submit its 
standard deviations of reproducibility (performed 
as described above) along with the report. The 
physician who prescribes dietary or other treatment 
for patients with elevated serum cholesterol levels 
and who wishes to follow results intermittently 
should use the same laboratory throughout. He 
should recognize that, to be of significance, a 
cholesterol level checked one time after therapy 
must decrease about 100 mg. per 100 cc., or else 
there must be a lesser decrease of about 60 mg. 
per 100 cc. which is consistently maintained. 


| 
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The flood of literature recommending various 
agents to lower serum cholesterol should be ap- 
praised with these data in mind. 


This study was supported by grants from the G. D. 
Searle Company, Chicago, and the County Heart Associa- 
tion, Riverside, Calif. 
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Antihypertensive drugs may produce acute ab- 
dominal problems. Since one of us (W. F.) with- 
in a period of a few months has been asked to see, 
for evaluation of a possible acute surgical abdomen, 
four patients receiving antihypertensive drugs, it 
seems worthwhile to reemphasize the possibility of 
abdominal complaints occurring during such treat- 
ment. 


Report of Cases 


Case 1.—On June 27, 1956, a 49-year-old man was ad- 
mitted to the hospital. 

History.—The patient stated that for three to five weeks 
prior to admission he had become progressively short of 
breath and unable to continue his duties as a mail carrier. 
For a period of seven months he had had increasing pedal 
edema. He had been hospitalized in 1952 for similar com- 
plaints. Before the present admission he had been taking 
digitalis and had lost 20 lb. (9.1 kg.) by following a cardiac 
diet. 

Physical Examination.—This well-developed, well-nour- 
ished, middle-aged, bed-ridden man appeared to be very 
apprehensive and dyspneic. Blood pressure was 260/160 
mm. Hg. Moist rales were heard posteriorly at both lung 
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Four patients, with a clinical picture sug- 
gesting the possibility of an acute surgical 
abdomen to the extent of prompting surgical 
consultation, were eventually diagnosed as 
having paralytic ileus and/or vomiting from 
antihypertensive drugs. Diagnosis of such 
side-effects depends on an awareness that 
the patients are receiving the drugs. 


bases. The heart was enlarged to the left. The liver was 
palpable 2 fingerbreadths below the right costal border. A 
2+ pitting edema was present over both lower extremities. 

Laboratory Data.—The complete blood cell count was 
essentially normal. The urinalysis was normal except for an 
albumin level of 30 mg. per 100 cc. and, on microscopic 
examination, a rare erythrocyte. 

Hospital Course.—Initially, the patient’s cardiac decom- 
pensation was treated with a diet limited to 1,500 mg. of 
sodium, 4 cc. of elixir of potassium gluconate (Kaon) three 
times a day, and 0.5 mg. of amorphous gitalin (Gitaligin) 
daily. His severe hypertension persisted. 


and 
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On July 6, administration of 2.5 mg. of mecamylamine 
(Inversine) hydrochloride and 25 mg. of hydralazine hy- 
drochloride four times daily was started. The dosages of 
these drugs were slowly increased, and, on July 13, ad- 
ministration of 0.25 mg. of reserpine (Serpasil) four times 
daily was begun. By July 23, the dosage of mecamylamine 
hydrochloride had been increased to 15 mg. and the 
hydralazine hydrochloride to 100 mg. four times daily. The 
evening of that day the patient began to complain of con- 
stipation and to become moderately lethargic. 

On July 27, the patient was very restless, his abdomen 
was becoming distended, and his blood pressure had grad- 
ually fallen to 150/100 mm. Hg. All drugs except gitalin 
were withdrawn, and administration of 5 mg. of pilocarpine 
nitrate three times daily was started. 

On July 28, abdominal roentgenograms (fig. 1, left) were 
read as follows: “Erect and recumbent films of the ab- 
domen show a rather diffuse accumulation of gas in the 
small gut over virtually the entire upper abdomen and to a 
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CasE 2.—A 67-year-old man was admitted to the hospital 
on Sept. 23, 1956. 

History.—This man, who had been confined to the hos- 
pital for three months, had been treated for a variety of 
conditions. At the time of admission, he had a left-sided 
paralysis due to a cerebrovascular accident on the right. 
For years he had had hypertensive vascular disease with a 
blood pressure of about 210/130 mm. Hg. 

On Dec. 26, 1956, the patient had a sudden rise in blood 
pressure to 260/160 mm. Hg. During the next 36 hours he 
received 10 mg. of hexamethonium chloride in divided 
doses. The blood pressure dropped to 140/90 mm. Hg. 
Then he was given 2.5 mg. of mecamylamine hydrochlo- 
ride three times daily and 5 mg. of bethanechol ( Urecho- 
line) chloride twice daily. With such medication, the blood 
pressure stabilized at 150/100 mm. Hg, but, on the evening 
of Dec. 30, the patient began to have distention of his 
abdomen and to vomit. 


Fig. 1.—Abdominal roentgenograms of patient in case 1. Left, roentgenogram made when surgical consultation was first re- 
quested. Note the dilated loops of small intestine. Right, roentgenogram made one day later. The small intestinal loops are more 


dilated. 


lesser extent in the lower abdomen consistent with small 
bowel obstruction. No gas is noted in the large bowel.” A 
Miller-Abbott tube was inserted, and on the following day 
another roentgenogram (fig. 1, right) was interpreted as 
follows: “A Miller-Abbott tube is coiled in the stomach 
with the degree of distention of the loops increased over 
the previous film.” 

By Aug. 1, the abdomen was less distended but active 
intestinal sounds could still not be heard. From then on, 
the ileus slowly disappeared, and the patient was dis- 
charged on Sept. 1, 1956. 

Final Diagnoses.—Final diagnoses were (1) paralytic 
ileus resulting from use of antihypertensive drugs and (2) hy- 
pertensive cardiovascular disease. 


Physical Examination.—On the evening of Dec. 31, the 
patient appeared to be acutely and chronically ill and 
somewhat disoriented. His temperature was 98.4 F (36.9 
C), pulse rate 104, and blood pressure 150/110 mm. Hg. 
There was slight paralysis of the muscles of the left side of 
the face. The abdoren was moderately distended, and no 
peristaltic sounds could be heard. 

Laboratory Data.—The total white blood cell count was 
14,000, with 20% nonsegmented neutrophils, 64% segmented 
neutrophils, 3% eosinophils, 11% lymphocytes and 2% 
monocytes. On the evening of Dec. 31, abdominal roent- 
genograms (fig. 2) showed dilated small intestine with 
fluid levels and considerable gas and feces in the large 
intestine. 
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Hospital Course.—A Levin tube was placed in the stom- 
ach; intravenous administration of fluids was started slow- 
ly; and all medication was discontinued. Within less than 
a week after the onset of the abdominal symptoms, the 
patient was again able to eat normally and was having 
spontaneous bowel movements. 

Final Diagnoses.—The final diagnoses were (1) paralytic 
ileus resulting from the use of hexamethonium chloride and 
mecamylamine hydrochloride and (2) hypertensive vascu- 
lar disease. 


Case 3.—A 64-year-old man stated that at about 12:30 
a. m., Nov. 21, 1956, he developed some vague abdominal 
pains which soon became sharp and generalized. During 
the day he vomited several times. Two enemas failed to 
result in the passage of any gas or feces. 

History.—When the patient had been under care for 
acute pulmonary edema in Dec., 1955, he had had a 
blood pressure of 240/140 mm. Hg. During the first part of 
1956 he had been treated with reserpine, hexamethonium 
chloride, and hydralazine hydrochloride. From May, 1956, 
to the time of hospital admission, he had been taking 
mecamylamine hydrochloride. At the time of hospitalization, 
he was taking 10 mg. of the latter drug three times daily 
and, sporadically, 5 mg. of pilocarpine nitrate twice daily. 

Physical Examination.—The patient appeared to be hav- 
ing a moderate amount of generalized, crampy abdominal 
pain. His temperature was 98 F (36.7 C), pulse rate 98, 
and respiratory rate 22. The blood pressure was 230/110 
mm. Hg. The abdomen was moderately distended with some 
hyperactive intestinal sounds. 

Laboratory Data.—The hemoglobin level was 13.3 Gm. 
per 100 cc. The total leukocyte count was 10,550 per 
cubic millimeter with 41% nonsegmented neutrophils, 28% 
segmented neutrophils, 4% eosinophils, 19% lymphocytes, 
and 8° monocytes. Urinalysis was not remarkable. Roent- 
genograms were interpreted as follows: “Films of the ab- 
domen demonstrate a moderate amount of air in both large 
and small bowel. A large amount of fecal material is present 
in the colon. The films from our point of view are not 
sufficient for the diagnosis of a mechanical bowel obstruc- 
tion.” 

With discontinuation of all medication and enemas, the 
patient’s condition rapidly improved, and he began to have 
spontaneous bowel movements. He was discharged on 
Nov. 24, 1956. 

Final Diagnoses.—The final diagnoses were (1) vomiting 
resulting from use of mecamylamine hydrochloride and 
(2) hypertensive cardiovascular disease. 

Case 4.—A 46-year-old woman was admitted to the hos- 
pital on Feb. 7, 1957. 

History.—The patient stated that about six hours prior 
to hospital admission she developed crampy upper abdomi- 
nal pain and began to vomit. She had been constipated for 
several days. 

For some years she had had hypertensive vascular 
disease with her blood pressure about 200/130 mm. Hg. 
In early 1956, she had been given hexamethonium chloride, 
and in the latter part of 1956 and early 1957, mecamyla- 
mine hydrochloride. During the month prior to hospitaliza- 
tion, she had taken 15 mg. of mecamylamine hydrochloride 
daily with two 5 mg. and two 2.5 mg. doses per day. 

Physical Examination.—The patient was fairly well de- 
veloped, slightly obese, and was having abdominal pain. 
Her temperature was 99.4 F (37.4 C), pulse rate 76, 
respiratory rate 20, and blood pressure 140/90 mm. Hg. 
There was slight generalized abdominal tenderness, and 
peristaltic sounds were hypoactive. 

Laboratory Data.—At the time of the patient’s admission 
the complete blood cell count was essentially normal. The 
urinalysis was negative except for 1+ albumin and granular 
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and hyaline casts. Abdominal roentgenograms were inter- 
preted as follows: “The stomach is distended with fluid 
and gas; there is tendency to ileus as evidenced by numer- 
ous small segments of bowel partly filled with gas and 
fluid.” 

Hospital Course.—The patient was given glucose intra- 
venously for nourishment, and the mecamylamine hydro- 
chloride was withdrawn. On Feb. 8, the day after admission, 
the blood pressure was still 140/90 mm. Hg, but on Feb. 9, 
the blood pressure had risen to 190/100 mm. Hg. By 
Feb. 8, the patient was free of pain and was hungry; she 
was placed on a low-salt diet; she continued to improve 
and was discharged on Feb. 9, 1957. 

Final Diagnoses.—The final diagnoses were (1) vomiting 
resulting from use of mecamylamine hydrochloride and 
(2) hypertensive vascular disease. 


Fig. 2.—Abdominal roentgenogram of patient in case 2. 
Note generalized distribution of dilated loops of small in- 
testine and gas in sigmoid colon. 


Comment 

In these four cases the clinical picture suggested 
the possibility of an acute surgical abdomen and 
prompted surgical consultation. In case 1, the pa- 
tient's abdomen became quite distended, and he 
did not have bowel movements; in addition, ab- 
dominal roentgenograms indicated numerous loops 
of dilated small intestine (fig. 1). In case 2, the 
distention was not quite as severe as in case 1, and 
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the roentgenograms (fig. 2) showed considerable 
gas and feces in the colon. In cases 3 and 4, the pa- 
tients were not so sick; they complained primarily 
of abdominal pain and vomiting. 

Diagnosis of such side-effects with the anti- 
hypertensive drugs depends considerably on an 
awareness that patients receiving such drugs may 
develop complications as those described in the 
four cases. If it is not realized that such complica- 
tions may occur with these drugs, early and accu- 
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rate evaluation of such abdominal findings may not 
be made, and unnecessary surgical intervention may 
be carried out. 
Summary 

After the administration of antihypertensive 
drugs, a patient may develop symptoms and signs 
suggestive of an acute surgical abdomen. Within a 
period of a few months, we have seen four such 
patients. 

327 E. State St. (15) (Dr. Furste). 


Despite advances in diagnosis of hemorrhagic 
diseases, one is frequently faced with the clinical 
problem of the suspect bleeder. Routine bleeding 
and clotting times may be normal and thus mask a 
wide variety of potentially serious hemorrhagic 
states. These include especially the thrombopathic 
and related or synonomous syndromes of pseudo- 
hemophilia, familial hemorrhagic diathesis, throm- 
basthenia, and capillary bleeding; in addition, 
hemophilia and hypoprothrombinemia may be in- 
cluded. I consider a “mild” bleeder one who does 
not suffer severe spontaneous hemorrhage but who 
may have potentially serious post-traumatic hemor- 
rhage. In the group to be discussed, prolonged 
bleeding time with normal clotting time is the com- 
mon denominator. 

The relative frequency of different types of 
hemorrhagic syndromes is well illustrated in the 
work of Cazal and Izarn,’ who investigated the 
cause of hemorrhagic states in 273 patients. They 
were unable to demonstrate a defect in hemostasis 
in 149 (54%) and ascribed the bleeding to local 
vascular origin. The etiology of bleeding in the re- 
maining 124 patients was as follows: in 46% it was 
attributed to thrombocytopenia, in 35% to increased 
vascular fragility, and in 19% to plasma coagulation 
defects. In only 11 of the 273 patients could it be 
classed as hemophilia. The present report is con- 
cerned with detection and treatment of relatively 
mild bleeders. 


From the Department of Medicine, Rockwood Clinic. 
Read before the 10th Clinical Meeting of the American Medical 
Association, Seattle, Nov. 29, 1956. 


THROMBOPATHIC STATES 
REPORT OF TWENTY-FOUR PATIENTS 


Samuel K. Mcllvanie, M.D., Spokane, Wash. 


A group of 24 patients, all characterized 
by prolonged bleeding time with normal clot- 
ting time, were studied with respect to fam- 
ily history, personal history, bleeding time, 
prothrombin time, serum prothrombin, and 
thrombin generation. None showed abnor- 
malities of clot retraction, platelet count, or 
morphology. No simple rule was found to 
explain the inheritance of this defect. The 
most important finding in the individual his- 
tories was excessive bleeding after tooth 
extractions. Classification on the basis of 
laboratory findings proved to be difficult, 
but the cases in general fitted von Wille- 
brand’s description of the thrombopathic 
state, and were shown to include variable 
abnormalities of labile prothrombin accelera- 
tor, platelet prothrombin accelerator, and 
platelet-co-thromboplastin. Adrenal steroids 
were used in 12 patients. This therapy was 
nonspecific, required two or three days to 
exert its characteristic action, but was effec- 
tive in 10 patients. 


The role of the platelet in hemostasis is the re- 
sultant of several functions.” Complete agreement 
is by no means present; however, a working schema 
is shown in figure 1. The mechanism of platelet 
function in clot retraction is not well understood, 
but clot retraction does not occur in platelet-free 
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plasma or bloo’ Physical factors, such as adhesive- 
ness, undoubtedly play an important role in he- 
mostasis, as indicated in the work of Wright ** who 
demonstrated that heparin reduced adhesiveness of 
platelets while postsurgical and postpartum evi- 
dence for increased adhesiveness was shown. Evi- 
dence for a potent vasoconstrictor factor derived 


Prothrombin - accelerator 


Factor * * 
Mechanical Function 


or Adhesiveness 5 


Heparin Neutralizing 
Factor 2 
Vasoconstrictor 
Fuctor 


Thromboplastic Co-factor(s?) 


Fig. 1.—Role of platelet in clot formation. 


from the platelet has been demonstrated in the 
work of Zuker.*” Platelets have been shown to con- 
tain a prothrombin-accelerator factor which acts in 
a manner similar to AC-globulin * (conversion ac- 
celerator, V factor, labile factor). Perhaps the most 
important action of platelets has been shown to be 
that of a thromboplastic co-factor.* A heparin-neu- 
tralizing substance, a phosphatide, has been de- 
scribed ** and a simple heparin-tolerance test de- 
vised for its detection. Clinical tests for evaluation 
of each factor are not available, although a pro- 
longed bleeding time may be considered a crude 
measure of platelet dysfunction or absence. 
Recent studies ° have demonstrated that a normal 
clotting time does not exclude hemophilia. In a 


TABLE 1.—Differential Diagnosis of Antihemophilic Globulin 
(AHG), Plasma Thromboplastin Antecedent (PTA), and 
Plasma Thromboplastin Component (PTC) Deficiency® 


Corrected 


— 
BaSO,.-Treated 
Serum Plasma 
Yes No 


Rosenthal. 


given patient with a slightly prolonged bleeding 
time and normal clotting time one must, therefore, 
specifically exclude deficiencies of antihemophilic 
globulin (AHG), plasma thromboplastin compo- 
nent (PTC), and plasma thromboplastin antecedent 
(PTA). The differential diagnosis of these groups 
by Rosenthal ° is shown in table 1. 

Bleeding times are usually normal in hypopro- 
thrombinemic states; however, frequent exceptions 
have been noted so that the differential diagnosis 
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of these states is included. Manipulations of the 
Quick one-stage prothrombin test have been used 
for clinical differentiation (table 2). 


Methods 


Patients were seen in the course of routine clin- 
ical hematological practice. Patients with frank 
hemophilia, severe hypoprothrombinemia, and 


TABLE 2.—Differential Diagnosis of Hypoprothrombinemic 


States 
Prothrombin Time with Deficiency of 
A 
Stable 
Prothrombin Factor AC-Factor* 
Prolonged Prolonged Prolonged 
Plasma plus stored plasmat ... Normal Normal Prolonged 
Plasina plus stored serum ...... Prolonged Normal Prolonged 
(9:1) 
Plasma plus prothrombin-free 
Prolonged Prolonged Normal 
(9:1) 


* Deficiency of platelet AC-factor determined by addition of 6.1 vol- 
ume washed platelets to test plasina uncorrected by above measures. 
+ 30-40-see. Quick one-stage prothrombin time. 


thrombocytopenia are excluded. Results in the 
study of 24 patients are reported. Table 3 highlights 
the methods used. All determinations were made 
on freshly drawn blood. 

Bleeding time was determined in duplicate by 
using blood from both ears, and care was exercised 
to prevent massage of the ears or rubbing of the 
skin with the blotter paper. In nearly all cases the 
bleeding time determination was repeated on 
several occasions, days to weeks apart. Prothrom- 
bin-free rabbit plasma was used in prothrombin 


TaBLE 3.—Methods Used in Evaluation of 
Hemorrhagic Tendency 


Normal* 


Determination Method 


Bleeding time ..... Duke* <4.5 min. 


Serum prothrombin 15% or less 
Quick® at lhr 


Prothrombin 
consumption ... 


Thrombin Pitney and 
generation ...... Duacie* 


1 unit thrombin/ml. of 
thrombin-fibrinogen mixture 
clots in 18-20 see. at 37 ©. 
Normal with 4-8 units of 
thrombin at 4 min. 


200,000-300,000 


Platelets ........ Dameshek?4 


Clotting time and 5-15 min. with retraction 


retraction ...... Lee and White® complete within 1 hr. 
Heparin- 

neutralizing 

substance ...... Van Creveld2* Tube no. 1 (1/ug. heparin clots 


20-30 min.) 

Tube no. 2 (2/ug. heparin clots 
25-40 min.) 

Tube no. 3 (4/ug. heparin clots 
40-60 min.) 


13-13.5 see. = 100% 


Prothrombin time Quick* 


* Refers to normal values obtained in our laboratory. 


consumption tests. Screening for fibrinolysin was 
evaluated by observation of clot breakdown in the 
tubes during the performance of the clotting time 
and retraction tests. Lysis of the clot in less than 45 
minutes was considered abnormal. 
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Platelet suspensions were freshly made daily. 
Blood was collected from both the patient and nor- 
mal control subject on each determination, with 
use of silicone technique without anticoagulants. A 
pellet of platelets was obtained from 20 ml. of 
blood by centrifugation in an ice bath, by washing 


Thrombin Units 


Minutes 


Fig. 2.—Abnormal thrombin generation in thrombopathic 
states (shaded area is normal range). 


three times in isotonic sodium chloride solution, 
and then by suspension in 1.5 ml. of isotonic sodium 
chloride solution. One part of normal platelet sus- 
pension was added to three parts of fresh blood in 
the experiments evaluated by prothrombin con- 
sumption testing. One-tenth volume of platelet ma- 
terial was added to decalcified plasma in those 
cases evaluated by the thrombin generation test. 
The effects of the platelet additions were evaluated 
in normal persons, in patients with hemophilia 
(AHG deficiency), and in controls with thrombo- 
cytopenia, as well as in patients studied. 

The thrombin generation test, as performed on 
recalcified plasma,’ was used as a further check on 
the prothrombin consumption test. A purified form 


o» unaffected male 
m+ affected female c+ unaffected female 
cH carrier female 


e affected male 


(1) died of hemorrhage 


Fig. 3 (table 4, family no. 1).—Family tree for two pa- 
tients with thrombopathy (von Willebrand type). 


of human fibrinogen was used in this test. Samples 
from recalcified plasma are added at one-minute 
intervals to tubes containing standard fibrinogen 
solution. The concentration of thrombin is inferred 
from the rate of fibrinogen clotting. A standard 
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curve was prepared with use of known solutions of 
thrombin (Thrombin topical ) so that from any sam- 
ple the time of the clotting could be converted to 
thrombin units. The normal curve used in this 
study, (fig. 2), based on results in 30 normal per- 
sons tested, compares favorably with that reported 
by other authors.’ 


Observations and Results 


The basic data concerning the 24 patients are 
summarized in table 4. 

Heredity.—_Eighteen patients, 7 males and 11 fe- 
males, representing 11 kindreds, gave a family his- 
tory of bleeding tendency. Except for family no. 2 
inheritance was not sex-linked and the defect was 
transmitted by either sex, as illustrated in figure 3. 
In contrast, the sex-linked (x-borne) mode of in- 


affected male unaffected male 
m+ affected female c+ unaffected female 
c carrier female 


studied 
(2) questionoble history of bleeding 


Fig. 4 (table 4, family no. 2).—Family tree for three pa- 
tients with unclassified thrombopathy. 


heritance predominated in this family, as illustrated 
in figure 4. In the remaining six patients there was 
no known family history of bleeding tendency. 
Effect of Bleeding on General Health, and 
Deaths.—The patients in cases 1, 2, 4, 6, 7, 9, 14, 
and 18 presented variable stages of chronic ill- 
health characterized by fatigue, muddy complex- 
ion, chronic anemia, repeated mouth infection, and 
dental caries. The patient in case 18, a reliable 
observer, noted that fatigue would be followed by 
bleeding from the nose and gingiva and that re- 
missions were accompanied by a sense of increased 
strength and well-being. Menorrhagia was almost 
constant for the first four years after onset of 
menses in the patient in case 14. Fear of postextrac- 
tion hemorrhage occasionally caused undue delay 
in seeking adequate dental care. Seven deaths were 
attributed to bleeding tendency in the family his- 
tories. One additional death occurred in this series. 
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TABLE 4.—Summary of Findings in Twenty-four Patients with Thrombopathic States 


Family No.1 
A 


Case No., 

Age, Yr., 

and Sex Family History 
(1—23,F Father bruised easily, 
had frequent epi- 
staxis, and died after 
tooth extraction; 
paternal aunt died of 
postoperative hemor- 
rhage; mother of 
patient in case 2 


Family No 


Family No. 4 


24, M See case 1; 7 known 
bleeders in family: 
simple dominant pat- 
tern of inheritance 

3—53, M Three brothers and 


(questionably) one 
sister bruise easily; 
frequent epistaxis, 
and postextraction 
bleeding: cousin had 
chronic ill-health due 
to repeated hemor- 
| rhages; 10 known 
bleeders in family: 
sex-linked recessive 
pattern; grandfather 
of patient in case 4 


| Two sisters, free from 

| bleeding tendency, 

j have normal serum 

| prothrombin content; 
| > brothers bruise 

| easily, have delayed 

thrombin generation 


5—21,M Nephew of patient in 
ease 3; mother free 
| from bleeding trait; 
| family history as for 
cases 3 and 4; 2 sisters 
| tree from bleeding 
| tendency 


Paternal grandmother, 
tather, and two uncles 
were bleeders; father 
and his brother died 
of gastrointestinal 
hemorrhage; mother 
of patient in ense 7 


7—1%, F See case 6 


Mother had frequent 
epistaxis, menor- 
rhagia, bruising, and 
postextraction bleed- 
ing and died of gas- 
trointestinal hemor- 

| rhages: brother died 

of gastrointestinal 

| hemorrhages; one of 

| the latter's twins 

| (son) is a bleeder, and 

| the twin daughter is 

normal; father of 

patient in case 9 


/ 9—35,M Son of patient in case 8; 
two daughters bruise 


constantly 


5, F Daughter of patient in 
cuse 9; see cases 8 


and 9 


Personal History 


Frequent epistaxis, 
menorrhagia, easy 
bruising, chronic {ll- 
health due to blood 
loss 


Bruises easily, epi- 
staxis, chronie ill- 
health, nearly ex- 
sanguinated after 
minor cut on tongue 


Epistaxis, frequent 
bruising, postextrac- 
tion hemorrhage, 
and rectal bleeding 
since childhood: 
bleeding frequently 
delayed 7-14 days 
after surgery 


Severe post-tonsillec- 
tomy and postex- 
traction hemor- 
rhage, gastroin- 
testinal and renal 
hemorrhages, bruises 
easily, epistaxis: 
chronic ill-health 


First bleeding, age 1 
yr., from minor cut; 
hospitalized, age 4, 
with cut lip; trans- 
fusion gave ques- 
tionable help; at 
age 5, cut lip and 
bled one week; at 
age 11, cut head, 
bandaged with pres- 
sure for 2 mo. with 
intermittent bleed- 
ing and massive 
hematoma; vled 3 
wk. from minor 
palatal seratch; 
epistaxis 

Epistaxis, postex- 
traction, and post- 
partum hemor- 
rhages required 
transfusions 


Repeated severe epi- 
staxis; bleeding 
from minor cuts 

Frequent nosebleeds 
during childhood 
required packing; 
minor cuts bled 
excessively until 
approximately age 
yr.; postextrac- 
tion bleeding, age 
14; massive gastro- 
intestinal hemor- 
rhages, xge 32, with 
hegative x-rays, 
massive gastro- 
intestinal hemor- 
rhages, age 50; 
mild bleeding ten- 
dency thereafter 

Frequent nosebleeds 
requiring packing; 
excessive post- 
extraction bleeding 
during childhood; 
tarry stools: onset 
age 33, intermittent 
to date and requir- 
ing many trans- 
fusions; chronic 
invalid state due to 
blood loss 


Age 2, lip eut with 
mild bleeding, 
sutured for control; 
bruises on body 
constantly 


* Clotting times, platelet counts and morphology, and clot retractions were normal throughout 


Thrombin 
Bleeding Pro- Serum Genera- 
Time, throm- Pro- tion 


Min., Sec. bin Time thrombin (Normal, 


(Normal, (Normal, (Normal, 4-8 Units 
2-4 Min.) 100%) <15%) at 4 Min.) 
5 100 16 
24 40 14 
6 100 14 one 
ll 100 16 
35 
4 35 
30 100 57 eee 
5 
5,80 100 4 
8,30 9» 1 Delayed 
3 
4 100 4 
7 100 
g 100 45 Delayed 
7,15 100 29(a) 
5 2%(b) 
2,26 100 3 Delayed 
2.40 100 38 
3 
>40 100 ose Normal 
>30 100 — Normal 
20 
5,55 100 16 ooo 
78 
60 
»” 80 2 Delayed 
16(a) 80(a) 
80(b) 
>30(e) 60(e) 
12(¢) 97(d) 
79 
>30 100 2 
>30 100 5 Normal 


Therapy with protamine 


Therapy with protamine 


Fresh whole blood given 


(a) Corrected, in vitro 


(a) After 300 cc. and (b) 


Heparin neutralization 


Classification 
Thrombopathy 
(von Wille- 
brand type) 


Remarks* 


sulfate, 150 mg., in- 
travenously, shortened 
bleeding time from 14 
and 16 min. to 8 min., 
30 see. on two trials; 
250 ml. in normal 
saline also reduced 
bleeding time from 11 
min., 30 sec. to 7 min., 
30 see.; AC-globulin, 
vitamin deficiency, and 
increased heparin 
excluded 
Thrombopathy 
(von Wille- 
brand type) 


sulfate, 100 mg., and 
blood given intra- 
venously without 
benefit in control of 
tongue laceration; 
controlled by suturing 
Thrombopathy, 
without benefit; severe unclassified 
total postextration 

hemorrhage stopped 

on 3 trials with slow 

intravenous drip of 25 

mg. ACTH in 1,000 ce. 

dextrose solution 


Thrombopathy, 


by platelets from unclassified 
grandfather (case 3); 
normal control (b) 
200 ce. fresh blood in 
silicone, yielding 200,- 
000 platelets per cu. 
mm., did not correct 
prothrombin con- 
sumption 
Test for heparin neu- Thrombopathy, 
tralization normal; unclassified 
thrombin generation 
corrected with plate- 
lets; partial correc- 
tion with normal and 
PTC-deficient plasma 
Thrombopathy 
(von Wille- 
brand type) 
Thrombopathy 
eee (von Wille- 
brand type) 
Thrombopathy 
eee (von Wille- 


brand type) 


Thrombopathy 
(von Wille- 
brand type) 
with platelet 
and plasma 
AC-globulin 
deficiency 


after 1,500 ec. fresh 
whole blood trans- 
fusion with glass 
equipment; (c) before 
and (d) after 500 ce 
whole polycythemic 
blood given intraven- 
ously in silicone 
equipment; test for 
heparin neutralization 
normal; ACTH and 
cortisone therapy 
given without benefit 
Thrombopathy 
(von Wille- 
brand type) 


probably normal 
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2118 TABLE 4.—Summary of Findings in Twenty-four Patients with Thrombopathic States (Continued) 
Thrombin 
Bleeding Pro- Serum Genera- 
Time, throm- Pro- tion 
Case No., Min., See. bin Time thrombin (Normal, 
Age, Yr., (Normal, (Normal, (Normal, 4-8 Units 
and Sex Family History Personal History 2-4 Min.) 100%) <15%) at4 Min.) Remarks* Classification 
11—28, F___ Sister, mother, and Post-tonsilleetomy 4 100 20 Therapy with vasopres- Thrombopathy 
maternal great-grand- and postpartum 9,30 (control, sin (Pitressin) by (von Wille- 
mother had excessive hemorrhages, re- 18% on slow intravenous drip, brand type) 
postpartum hemor- quiring trans- this prolonged, claimed to 
rhages, frequently fusions occasion) have helped postpar- 
delayed tum hemorrhages 
12—32, F Father had frequent Epistaxis requiring 10 63 Delayed Bleeding time and im- Thrombopathy 
epistaxis; additional frequent packing: 11 89 Delayed paired thrombin (von Wille- 
history unavailable bleeding for 1 wk. 100 generation worsened brand type) 
after submucus 79 postoperatively 
resection and after 3,55 (dilatation and euret- 
tonsillectomy: 7,10 tage) even though 1 
transfusions un- unit fresh blood given 
effective: severe in plastic; ACTH and 
menorrhagia prednisone (Meticor- 
ten) effective in post- 
dilatation and curet- 
tage bleeding and for 
menorrhagia 
13—48, F Four known bleeders;: Spontaneous gingival 5 1%) wo Heparin neutralization Thrombopathy 
6 with equivoeal bleeding: epistaxis: 11 100 ne Normal normal; excellent (von Wille- 
history of bleeding mild left hip hemar- 9,30 100 5 control of extractions brand type) 
tendency, either sex throsis: bruises 15 with cortisone and 
affected; bleeding, easily local therapy as com- 
postextraction and pared with prior 
post-tonsillectomy: extractions 
menorrhagia noted 
14—30, F Uncertain: mother Long history of easy 6,30 io 16 rere . Thrombopathy 
had menorrhagia bruising and epi- 8,30 100 we (von Wille- 
“ staxis as a child; 15 nD) 16 brand type) 
nearly constant 
menstrual bleeding 
for 4 yr. after onset, 
now very heavy but 
lasts 5-6 days: bled 
4 days postextrac- 
tion; oophorectomy, 
however, without 
serious bleeding 
15—16, F Mother had menor- Episodie gingival and 3,30 100 18 Normal Gingival bleeding Thrombopathy 
rhagia and epistaxis nasal hemorrhages, 4,26 nearly constant during (von Wille- 
and died after delivery frequently lasting 2,43 night: prednisone used brand type) 
due to postpartum for months 10 with complete control 
hemorrhage; maternal . 10 100 
aunt bruises easily 
16—33, F Father and paternal Childhood epistaxis; 75 Normal ACTH and prednisone Thrombopathy 
aunt with epistaxis severe menorrhagia, 4,50 100 eee effective; extractions (von Wille- 
and postextraction postpartum and 5,35 without abnormal brand type) 
bleeding; daughter of postextraction bleeding 
ad patient in case 17 hemorrhage, 
ra} frequently delayed; 
Zz spontaneous bleed- 
> ing from migratory 
= telangiectasia 
a |17—12, F_ See case 16; one brother Bruises easily; pro- >22 61 bee Normal Prothrombin corrected Thrombopathy 
~ normal; one brother longed bleeding in vivo with pro- (von Wille- 
has mild bleeding from cuts; severe thrombin-free rabbit brand type) 
| tendency post-tonsillectomy plasma or fresh with labile 
| hemorrhage platelet-free plasma; prothrombin 
uninfluenced by serum deficiency 
18—52, F Negative Spontaneous onset of 2,30 100 16 Delayed (a) Histamine (as be- Aequired 
bleeding in 1945 after >25 100 35(a) low, case 19) to thrombopathy 
20 injections of gold 7 100 . tolerance dose of 0.69 
for arthritis, with 8,30 100 mg. did not correct 
no known toxie 7,8 100 2 serum prothrombin or 
reaction; appen- >25 100 31(b) shorten bleeding time; 
dectomy, 1926, and protamine sulfate was 
extractions up to of no value on 2 
1944 without evi- trials (b) 500 ce. poly- 
dence of hemor- cythemie blood given 
rhage; chronic intravenously in 
anemia, intermittent plastic reduced serum 
severe gingival prothrombin to 11%; 
bleeding, and pro- hydrocortisone 
longed episodes of stopped bleeding 
epistaxis 
19—45,M Negative Spontaneous onset 13 100 cee see (a) When 1.82 mg. hista- Acquired 
while receiving gold ee ewe 45 mine diphosphate was thrombopathy 
therapy for rheuma- eee . 5 given intravenously 
toid arthritis; also 12,30(a) 75(a) 40(a) plasma prothrombin 
developed toxie 1 2 39 of 75% and serum 
nephrosis; bleeding ll 72 87 prothrombin of 40% 
at sites of needle 100 29 both converted to 
punctures; easy 4 100 90 normal; first normal 
bruising; onset on 3,5 100 2 serum prothrombin 
1/7/53 and per- on 12/20/54, after pro- 
sisted to 1/5/54 longed therapy with 
ACTH 
20—36, F Negative Menorrhagia and easy 5 72 11 Vitamin K: oxide given Acquired 
bruising for many 5,30 70 ae without improvement thrombopathy 
years 92 80 (a) Prothrombine time with mild 
4 75 cae before and after ex- plasma AC- 
10 80 eee traction respectively globulin 
... 77 and 63(a) deficiency 
21—25,M_ Negative Tonsillectomy, age 4, 9,35 50 - Normal Liver profile and plas- Acquired 
and orthopedic sur- 12 OD ma electrophoresis thrombopathy 
gery, age 10, carr‘ed' 65 normal with AC- 
out without diffi- globulin 
culty; Ist noted deficiency 


* Clotting times, platelet counts and morphology, and clot 


postextraction 
oozing for 1 wk., 
age 17; referred be- 
cause of 1ll-day 
episode of postex- 
traction bleeding 


retractions were normal throughout. 
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TABLE 4.—Summary of Findings in Twenty-four Patients with Thrombopathic States (Continued) 


Bleeding 
Time, 
Case No, 
Age, Yr., (Normal, 
and Sex Family History Personal History 2-4 Min.) 
22—61, F Unknown Bled excessively after 18 


extraction; history 12 
of easy bleeding 

noted; fatal hemor- 

rhage after thy- 
roidectomy 


23—18, Ms Questionable maternal Frequent and severe 5 
history of menor- epistaxis for 2 yr.; il 

rhagia and epistaxis extractions, 2/51 and 4 

10/52 without diffi- 3 

culty; mild to 3 


severe delayed (5 
days) postextrac- 
tion bleeding 
since 1953 


Almost daily nose- 9.5 
bleeding and bruis- 7,15(a) 
ing for past 8 mo.; 
cerebral palsy with 
mental deficiency 


M Negative 


Thrombin 
Pro- Serum Genera- 
throm- Pro- tion 


Min., Sec. bin Time thrombin (Normal, 
(Normal, (Normal, 4-8 Units 


100%) <15%) at4 Min.) Remarks* Classification 
52 | mA ACTH given at time of Acquired 
47 2 first set of data, and thrombopathy 


second data taken 2% (2) with hypo- 
hr. later; patient died prothrom- 


suddenly; autopsy binemia (type 
showed deep neck hem- undetermined ) 
orrhages as cause of 
death 
100 sn Delayed Tooth extraction, with Thrombopathy 
78 11 ACTH, thrombin- (von Wille- 
100 32 gelfoam pack, and brand type) 
100 sutured, successful: 
100 25 thrombin generation 


delay corrected with 
platelets or serum 


100 41 Abnormal (a) Readings 18 hr Thrombopathy 
100(a) 36(a) after receiving ACTH, (von Wille- 
25 mg., and hydrocor- brand type) 


tisone, 60 mg.; stopped 
bleeding in 24 hr. and 
remained free for 2 
wk.: intermittent cor- 
tisone therapy has 
controlled bleeding for 
2 yr.; vitamin K and 
large doses of as- 
eorbie acid for 6 wk 
previously of no value 


Bleeding Time.—The variability of bleeding time 
is graphically shown in figure 5. The volume of 
bleeding, as seen on the filter paper, was frequently 
excessive, apart from the time factor itself. 

Clotting Time, Clot Retraction, and Platelets.— 
We found no abnormalities in clotting time, retrac- 
tion, platelet count, or morphology. 

Plasma Prothrombin.—Plasma prothrombin studies 
are shown in tables 4 and 5. Abnormal one-stage 
prothrombin times were recorded in the plasma of 
six patients. Patients in cases 9, 12, 17, 20, and 
21 are shown to have AC-globulin deficiencies 
(table 5). 

Prothrombin Consumption.—Variability of the 
serum prothrombin, which ranged from normal to 
abnormal, is shown in tables 4 and 6. In members 
of the same family who were bleeders, it varied so 


TaBLE 5.—Differential Diagnosis of Prolonged One-Stage 
Prothrombin Content 


Effect of Added Fractions on 
One-Stage Prothrombin Test, % 


One-Stage  Prothrom- 


Prothrom- bin-free Aged Fresh Stored Plate- 
bin Range, Plasma* Serum Plasma Plasma iets 
Case No. % (9:1)t (9:1) (9:1) 
40-100 coe ove eee eee 
63-100 10) 63-100 68-100 63-100 
60-80 100 60-80 100 
61 10) 100 
63-80 10) 100) 40 
100 40 100 40 
47-52 


* Prothrombin-free rabbit plasma. 
+ Volume patient plasma: volume added substance 


that while one usually had normal serum _pro- 
thrombin (as in cases 1, 3, and 5) another might be 
abnormal (as in cases 2 and 4). 

Freshly washed human platelets corrected the 
serum prothrombin time in cases 4, 18, 19, and 24, 
but not in case 23. Control plasma from a patient 


*Clotting times, platelet counts and morphology, and clot retractions were normal throughout. 


with idiopathic thrombocytopenic purpura with 
platelets reduced to 8,000 to 10,000 per cubic mil- 
limeter was shown to have a serum prothrombin 
time of 12 seconds which could be corrected to 120 
seconds (less than 1%) with comparable platelet 
additions. 


TABLE 6.—Range of Serum Prothrombin in Thrombopathic 
States with Abnormal Values and Effect of Adding Fresh 
Normal Platelets 


Serum Prothrombin After 


Serum Prothrombin Range, % Adding Platelets (1 Vol 
Case No (Normal to 15%) Platelets:3 Vol. Whole Blood) 

14-35 
35-57 eee 
29-45 4-7 
5-20 eee 
2-35 4 

11-52 20° 

R41 3 


* Not ecrrected. 


Thrombin Generation.—The results for family no. 
2 will be considered first. A normal thrombin unit 
value was obtained but was delayed two to three 
minutes in the test on unmodified blood and four to 
six minutes on the test on recalcified plasma.’ Fig- 
ure 2 illustrates the skew to the right (delayed gen- 
eration) of the thrombin generation curves in the 
above kindred and also in cases 9, 12, 18, 23, and 
24. In all except the patient in case 24, platelets 
corrected the abnormal thrombin generation (table 
7). Plasma from this patient was unusual in that 
thrombin generation began prematurely and ab- 
ruptly declined. In case 23, serum (PTC and PTA) 
partially corrected the delay while platelets alone 
produced complete correction. Because of the sex- 
linked recessive pattern in family no. 2, numerous 
tests (table 7) were conducted to exclude AHG 
and PTC deficiency, including the use of patient 
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plasmas deficient in these factors. Equivocal results 
in cases 3 and 4, suggesting mild associated AHG 
deficiency, were shown (table 7). Platelets from 
patients in cases 4 and 18, when added to platelet- 


case no. 


>40 


EWN — 


322 


4 
02 46 8 10 12 14 16 18 20 22 24 26 28 30 
Range of Bleeding Time in Minutes 


Fig. 5.—Variability of bleeding time in patients with 
thrombopathy. 


free normal plasma, resulted in normal thrombin 
generation, while those from the patient in case 12 
were ineffective. 

Therapeutic Trials—In 1950, a female patient 
was seen for serious postextraction hemorrhage de- 
spite transfusion with 12 pints of fresh whole blood. 
Hemorrhage was dramatically controlled with 150 
mg. of protamine sulfate in 1,000 cc. of dextrose 
solution given intravenously. Bleeding was stopped 
within a period of 10 to 15 minutes on three occa- 
sions, and finally a prolonged 24-hour intravenous 
drip completely controlled bleeding. With that ex- 
perience, this drug was tried in several other pa- 
tients. However, none responded (cases 1, 2, and 
18). 

Use of silicone-treated transfusion equipment 
was begun, and results have been encouraging. The 
patient in case 9 had received 24 units of whole 
blood, much of it fresh, without control of gastro- 
intestinal hemorrhage. The first unit of polycy- 
themic silicone-protected blood increased the plas- 
ma one-stage prothrombin time from 65% to 95% of 
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normal and reduced the bleeding time from greater 
than 30 minutes to 12 with marked reduction in in- 
tensity of bleeding. Subsequently, each of six epi- 
sodes of massive gastrointestinal hemorrhage have 
been controlled by a routine of 2 units of fresh 
blood in plastic bags every 12 hours for 48 to 72 
hours. Bleeding and prothrombin times have be- 
come normal at the close of this period. 

I wished to observe the effect of intravenously 
administered histamine. Eosinophil counts taken 
prior to the infusion revealed only 2 per cubic mil- 
limeter in each of two cases, as compared with a 
normal control patient. Histamine diphosphate 
(0.69 mg.) given intravenously to the patient in case 
18 to a point of severe headache had no effect on 
the impaired serum prothrombin content of 35%. 
Her control bleeding time was over 25 minutes and 
was 20 minutes after the infusion. Platelet clump- 
ing was noted to be present before and after the 
experiment. However, in the patient in case 19, 
after 1.82 mg. of histamine diphosphate was given 
to a point of asthmatic symptoms, the plasma pro- 
thrombin content of 75% was corrected to 100% and 
serum prothrombin of 40% was corrected to 17%. 
Bleeding time of 12.5 minutes was reduced to 6 
minutes. Platelet clumping, which was absent be- 
fore the infusion, was present after the infusion. 

The use of steroids was begun in January, 1953, 
and my experience with patients having thrombo- 
pathic states is summarized in table 8. Two failures 
were noted among the 11 patients treated. The pa- 
tient in case 9 has been completely refractory to 
intensive steroid therapy. That in case 22 died in 
2% hours, so that the effects of prolonged therapy 
were unobtainable. An additional patient with 
thrombopathic state not included in this report was 
prepared for removal of a cataract with use of 
steroids, and a completely normal course resulted. 
The chief hazard of steroid therapy is the develop- 


TaBLe 7.—Differential Diagnosis of Cases with Delayed 
Thrombin Generation® 
PTC. 
Normal BaSO, 48-Hr. Deficient 


Case No. Platelets Plasma Plasma Serum Plasma 


Cc PC PC vc PC 
( PC uc UC PC 
( vc UC UC vc 
( PC UC UC 
( vc U¢ U¢ UC 
( uc UC PC 
PC vc vc 


* C, corrected; PC, partially corrected: UC, uneorrected. 


ment of thrombophlebitis. This occurred in cases 3 
and 13. Pulmonary embolism occurred in case 13 
and in two other cases not included in this report. 


Comment 


The cases described fit the von Willebrand-Jiir- 
gens description of thrombopathic state and showed 
marked variability in bleeding time and hemor- 
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12 
13 
' 
14 
. 
15 
16 
17 
19 
20 
1 
21 
23 
a 


Vol. 166, No. 17 


rhagic manifestation. However, the sole finding of 
a prolonged bleeding time is not proof that surgery 
will be complicated. Major surgery may be less of 
a problem than a simple tooth extraction. I have 
observed not infrequently that minor surgery, in- 
volving teeth, eyes, tonsils, and skin, may lead to 
excessive bleeding with poor wound healing not 
associated with major procedures in the same pa- 
tient. 

Prolonged bleeding times are usually not seen 
with prothrombin or accelerator defects, although 
exceptions have been recorded.* Several of my pa- 
tients with lowered prothrombin times had _ pro- 
longed bleeding times even though the prothrombin 
defect was not of the same origin in each. Pro- 
longed bleeding time does not exclude hemophilia. 
Consequently, a prolonged bleeding time does not 
identify the disease state, and more detailed studies 
are required. The defects in prothrombin times 
rarely approached a level of 20 seconds (approxi- 
mately 40%), which Quick has listed as critical.” 
Even so, the bleeding tendency seen in this hypo- 
prothrombinemic group was at times severe, and it 
was fatal in one. In these instances more than one 
factor may be operative. This is illustrated by 
Owren’s case of a 5-year-old boy with a Quick one- 
stage prothrombin time of 15 to 16 seconds but 
only a 35% content of proaccelerin.® 

A normal clotting time does not exclude a hemor- 
rhagic diathesis in which a defect in thromboplas- 
tin formation may actually exist. Thus, 40% of our 
patients were found to have defects in thrombo- 
plastin formation. Jiirgens, as quoted by Wintrobe,’° 
also observed delayed prothrombin consumption in 
cases of classic von Willebrand hemorrhagic diathe- 
sis. The defect in thromboplastin formation in our 
patients was frequently corrected by washed plate- 
lets. Three patients with excellent prothrombin con- 
sumption tests had abnormal thrombin generation 
tests which were corrected with platelets. Washed 
normal platelets did not improve thrombin gener- 
ation in proved AHG deficiency. Patients with PTA 
deficiency may resemble patients with thrombo- 
pathic states. PTA factor, however, is readily sup- 
plied by stored blood. 

The experimental work of Jiirgens ‘’ indicated 
that agglutination of platelets was markedly pro- 
moted by histamine, which leads to localized fibrin 
flocculation. Sanford and others '* demonstrated 
the absence of an in vitro action of histamine on 
dog or human platelets, but an increased clumping 
and disintegration followed intravenous injection 
which was directly related to the degree of reaction 
experienced by the patient. Heparin therapy did 
not prevent this action. Two patients with impaired 
prothrombin consumption correctible with platelets 
were given histamine intravenously. The results in 
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one correlate with the concept of a thrombasthenia 
which was corrected through the action of hista- 
mine on platelets possibly mediated as above. 

The in vitro effects of added platelets suggested 
that transfusions with use of silicone-treated or 
plastic equipment might be more effective than 


TABLE 8.—Results of Steroid Therapy in 
Thrombopathic States 


No Status Steroid Notes and Results 
Three units fresh blood 


ACTH by con 
and protamine sulfate 


tinuous intra 


3 Total extrac- 
tion, severe 


bleeding venous drip given without effect: 
bleeding stopped in 
2 hr.; trial repeated 
3 times 
4 Tooth ex- Prednisone, 20 mg./ Oozed for 1 mo. with 


previous extractions; 
normal without ex- 
cessive bleeding 

this occasion 

ACTH by con- Prolonged bleeding time 
tinuous intra- and melena unim 
venous drip and proved 

orally given cor- 
tisone for 1 and 2 
wk. respectively 

. ACTH by con- 
tinuous intra- 
venous drip 

2. Prednisone, 
15-20 mg./day 


traction day, begun 48 hr 
preoperatively 


9 Repeated mas- 
sive gastro- 
intestinal 
hemorrhages 


1. Normal course after 
dilatation and 
curettage 
2. Flooding menses 
prevented by treat- 
ment, beginning 48 hr 
premenstrually ; 
Bleeding returned 
with omission of drug 


. Unevent ful compared 
with prior experiences 
according to dentist 
and patient 

2. No hemorrhage: 
severe thrombo- 
phiebitis with 
pulmonary embolus 


12 1. Dilatation and 
curettage 
2. Menorrhagia 


Hydrocortisone, 

tractions. 60 meg./day 48 br. 

2. Choleeystec- preoperatively 

tomy with 2. Hydrocortisone, 

common duct 60 meg./day; intra- 

stone venous drip, 
ACTH 


13 1. Tooth ex- 


15 1. Nearly con- 1. Prednisone, 1. Complete cessation 
stant gingival 30 mg./day in 36 hr. 
oozing, espe- 2. Intramuscularly 2. Post partum im- 
cially noe- given hydrocor- mediate hemorrhage: 
turnal tisone and con- given 1,000 ml. of 
2. Delivery tinuously given blood; further hemor- 
ACTH rhage controlled with 
continuously given 
ACTH 
16 Multiple ACTH given by Normal postoperative 
extractions continuous intra- course 
venous drip, 
followed by 
prednisone 
18 1. Gingival 1. ACTH by con- 1. Bleeding unaffected; 
hemorrhage tinuous intra- transfusions also 
2. Gingival and venous drip given 
nasal bleeding for 24 hr. 2. Bleeding stopped in 
2. Hydrocortisone 3 days and has been 
60 meg./day; later controlled by inter- 
prednisone, mittent therapy for 
15-20 mg./day 1% yr.; many trans- 
fusions previously 
22 Post-thyroid- ACTH by con- Progressive oozing and 


ectomy tinuous intra- death due to hemor- 


hemorrhage venous drip rhage 2% hr. after 
giving ACTH 
23 Tooth Hydrocortisone, Normal postextraction 
extraction 60 mg./day course, as compared 


with previous ex- 
periences of 3-7 days 
bleeding 

Bleeding controlled: 
courses of treatment 
required every 2-3 mo.: 
maintained well tor 
2 yr. to date 


Prednisone, 
15-20 mg./day 
for 10-20 days 


24 Repeated 
epistaxis 
and bruises 


ordinary glass-contained blood, and this appeared 
to be true. The possible trigger role '* of the plate- 
let, which may influence directly or indirectly the 
activation of AC-factor and stable prothrombin 
accelerators, suggests an additional reason to use 
every measure to ensure maximum platelet delivery. 
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My experiences from 1949 to the time of writing 
in treating patients having various types of purpura 
with ACTH indicated its effectiveness in the fre- 
quent control of purpura without necessarily affect- 
ing the platelet count. Others have recorded similar 
observations.'* The exact mechanism of control of 
capillary hemorrhage is not clear. Cosgriff and 
others '° demonstrated hypercoagulability of the 
blood, lasting 7-15 days after treatment, in associa- 
tion with ACTH and cortisone therapy. The im- 
provement in my patients did not always correlate 
with correction of bleeding time or prothrombin 
consumption. Jacobson '* demonstrated a reduction 
in bleeding time after the use of cortisone and 
ACTH in patients with pseudohemophilia. I am 
continuing to use prednisone (Meticorten) or hy- 
drocortisone (Compound F) in the preoperative 
preparation of these patients, a number of whom 
are not included in this report. I have recom- 
mended the following course in preextraction cases: 
preparation of precasted bite-plates for extensive 
extractions, preparation with steroids (60-120 mg. 
of hydrocortisone or 30 mg. of prednisone daily ) 
for 48 hours preoperatively, packing with absorb- 
able surgical sponge (Gelfoam) and topical throm- 
bin, and suturing. Steroid administration is grad- 
ually reduced over one week. Bleeding has been 
reduced, as compared with patients’ previous expe- 
riences. This far, the mechanism appears nonspe- 
cific. Thrombophlebitis is the chief complication 
and appears to be more severe than in normal 
states. 

Theoretically, protamine sulfate would be spe- 
cific in rare instances where increase in heparin- 
like substance or defect of platelet factor 3” 
exists. My results suggest that a test dose should be 
sufficient, with hemorrhage promptly arrested if the 
drug is effective. Intravenously given conjugated 
estrogenic substances (Premarin) has been used in 
scattered cases and is most helpful when labile 
prothrombin defect coexists. Controlled experi- 
ments during serious bleeding are difficult to set 
up; further, variability from episode to episode is 
most difficult to correlate. 


Summary 


A clinical approach to the evaluation of the mild 
or questionable bleeder has been studied in 24 
patients with thrombopathic states. A searching 
history is the best screening test. A positive family 
history was obtained in two-thirds of the patients 
and was usually manifested as a simple dominant 
trait. In one family a recessive (x-borne) type of 
inheritance was demonstrated in which a platelet- 
plasma thrombopathic state was present associated 
with mild hemophilia. 

A variably prolonged bleeding time was the most 
frequent laboratory finding, whereas a history of 
excessive bleeding after tooth extraction was the 
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most important anamnestic observation. Other im- 
portant symptoms were easy bruisability, epistaxis, 
gingival bleeding, and menorrhagia. Purpura was 
absent. Approximately one-half of the patients at 
some time had abnormal prothrombin consumption 
and/or thrombin generation. 

A mild to moderate reduction in the one-stage 
prothrombin content, due to AC globulin (conver- 
sion accelerator, V factor, labile factor) deficiency, 
was noted in about one-fourth of the patients and 
may be only one facet of a potentially serious de- 
fect in hemostasis. One post-thyroidectomy fatality 
occurred in this group. 

Classification is difficult and frequently artificial 
since the variation in findings among bleeders in a 
single kindred group could frequently lead to multi- 
ple diagnoses. The cases in general fit the so-called 
thrombopathic state of von Willebrand and include 
variable abnormalities of labile prothrombin ac- 
celerator, platelet prothrombin accelerator, and 
platelet co-thromboplastin defect. Three bleeders, 
not reported on, had normal clotting times and 
slightly prolonged bleeding times; two were shown 
to have antihemophilic globulin (AHG) deficiency, 
and one had plasma thromboplastin component 
(PTC) deficiency. From the standpoint of manage- 
ment it is important to evaluate the individual and 
define the defect in terms of a therapeutic ap- 
proach. 

Therapy is often difficult, and whole blood trans- 
fusions are usually without direct benefit. The use 
of silicone-treated and plastic-protected blood is 
of aid. Adrenal steroids were used in 12 patients 
and were effective in 10. The effect is nonspecific 
and may require two to three days to become 
manifest. Thrombophlebitis is a serious complica- 
tion of this therapy. Control of bleeding persisted 
for several weeks after stopping administration of 
the drug, so that intermittent therapy provided ex- 
cellent control of chronic epistaxis, menorrhagia, 
and gingival bleeding. Combination of regularly 
spaced transfusions of fresh blood or plasma in 
plastic bags, adequate local measures, plus steroids 
is optimal treatment of the thrombopathic hemor- 
rhagic state. Therapy with conjugated estrogenic 
substances (Premarin ) is indicated when deficiency 
of labile prothrombin accelerator is present. 


Addendum 


Since this paper was read on Nov. 29, 1956, an 
additional member of family no. 2 has been studied 
and is shown to have a definite mild antihemophilic 
globulin deficiency, demonstrating in this family a 
combination of thrombopathic states with hemo- 
philia. 
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of hormones can stimulate or control the growth of certain cancers of the 
human breast, prostate, and thyroid. In animals, too, it has been shown that 
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the growth of cancers can be stimulated by disturbing endocrine balances and that 
often these cancers can be controlled by restoring normal endocrine balance. Pro- 
longed and excessive stimulation of a target organ by a trophic hormone first causes 
hyperplasia of the animal’s target organ, then formation of benign nodules, and then 
cancers. At first these cancers may be dependent for their continued growth on the 
persistence of the endocrine imbalance that produced them but, finally, if the imbal- 
ance persists, autonomous cancers develop and can grow in animals in which there is 
no longer any endocrine imbalance; for example, the production of cancer of the 
thyroid by feeding thiouracil. . . . Excessive stimulation by a trophic hormone stimu- 
lates a cell to divide but, before it divides, the celi must reproduce its normal quota 
of nucleoprotein. A stimulated cell’s avidity for nucleoprotein may become so great 
that the cell not only reproduces its own nucleoproteins as fast as it can but also 
gobbles up any virus-like particles of nucleoprotein with which it comes in contact. 
These particles, incorporated into the chromatin of the cell, might disturb the cell’s 
genetic balance. Thus exposure of a trophin-stimulated cell to a virus might hasten 
the development of the nuclear changes that lead to autonomy of growth. Viruses 
may be part of the material out of which cancers are built.—George Crile Jr., M.D., 
A Speculative Review of the Role of Endocrine Imbalances in the Genesis of Certain 
Cancers and Degenerative Diseases, Journal of the National Cancer Institute, 
February, 1958. 
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The need for an accurate clinical method for 
quantitation of mitral regurgitation has long been 
recognized and has been an elusive problem. Since 
the advent of surgical treatment of mitral stenosis,’ 
the importance of an effective procedure for the 
preoperative assessment of the presence and de- 
gree or absence of mitral regurgitation has become 
manifest. Anatomic changes present in the mitral 
valve leaflets inducing regurgitation may preclude 
successful mitral valvular mobilization. Since in our 
institution mitral stenosis is now approached sur- 
gically through an incision on the right side and 
mitral insufficiency through an incision on the left 
side, it has become doubly important to establish 
with certainty the preoperative diagnosis.’ 

Although catheterization of the left side of the 
heart has proved of inestimable value in the diag- 
nosis of mitral and aortic stenosis, it has not been 
adequate in the evaluation of mitral regurgitation.” 
Cardiac ventriculography has provided a more ac- 
curate means of objective assessment of the pres- 
ence and degree of mitral valvular insufficiency. 
Cardiac ventriculography is also an effective means 
for evaluating the efficaciousness of surgical pro- 
cedures designed for correction of mitral in- 
sufficiency. 

Smith, Cregg, and Klassen * have discussed the 
diagnosis of mitral regurgitation by cardioangiog- 
raphy. These authors employ the term “cardio- 
angiography,” while we prefer the term “cardiac 
ventriculography” for the procedure of direct trans- 
thoracic needle puncture opacification of the 
ventricles of the heart. Both terms refer to the 
same procedure. 

Smith and his associates‘ studied 20 patients 
with consideration of the state of competency of 
the mitral valve, 10 patients presenting evidence 
of a competent mitral valve and 10 showing vary- 
ing degrees of mitral regurgitation. Anatomic evi- 
dence of the status of the mitral valve was 
available in 6 of the 20 cases studied. These 
authors report essential agreement relative to the 
competency of the mitral valve between cardio- 
angiographic findings and subsequent anatomic 
findings at surgery or autopsy in five of these six 
patients. 
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MITRAL INSUFFICIENCY—ITS QUANTITATION 
BY CARDIAC VENTRICULOGRAPHY 
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Thirty-two patients had cardiac ventriculo- 
graphic study for demonstration of the pres- 
ence and degree or absence of mitral re- 
gurgitation. Four patients showed no atrial 
opacification, and at surgery these four were 
proved to have pure mitral stenosis without 
any mitral regurgitation. Surgical treatment 
of mitral stenosis demands an effective pro- 
cedure for the preoperative assessment of 
the presence and degree or absence of mitral 
regurgitation. Any degree of regurgitant 
opacification of the left atrium during car- 
diac ventriculographic study is considered 
significant of mitral valvular insufficiency. 
Cardiac ventriculography does not lend itself 
to exactitude of interpretation but rather to 
estimation only of the amount of regurgitant 
opaque substance issuing through the mitral 
valve and the quantitation of mitral insuffi- 
ciency. It also appears to be a reasonably 
efficient procedure for evaluating the effec- 
tiveness of surgical procedures designed for 
the correction of mitral insufficiency. 


The purpose of the present report is to describe 
experience in the estimation of mitral insufficiency 
by cardiac ventriculography and to present observa- 
tions as to the correlation of the ventriculographic 
quantitation of mitral insufficiency with the opera- 
tive findings at the time of surgical exploration of 
the mitral valve. 


Methods and Materials 


Our technique of cardiac ventricular puncture 
and radiologic visualization of the ventricular 
chambers (cardiac ventriculography) has been re- 
ported in a previous publication by Lehman, Mus- 
ser, and Lykens.° 

Of 86 patients who have had satisfactory cardiac 
ventriculographic study specifically for the determ- 
ination of the presence or absence of mitral valvular 
regurgitation, 32 have undergone surgical explora- 
tion of the mitral valve. The cardiac ventriculog- 
raphy studies of these 32 patients have been 
carefully graded with respect to the presence or 
absence of any regurgitant opacification of the left 
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atrium and the estimated quantitation of such 
opacification. The following method of grading is 
used: 0, no atrial opacification; 1+, trace; 2+, 
slight; 3+-, moderate; and 4+, massive. These 
four grades of regurgitant opacification of the left 
atrium are illustrated in figure 1. 

Any degree of regurgitant opacification of the 
left atrium was considered significant of mitral 
valvular insufficiency, since it has been our repeated 
observation in animal experiments and in a series 
of 110 cardiac ventriculographies (left) so far per- 
formed at our institution that the competent mitral 
valve will not permit of regurgitant opacification 
of the left atrium under the conditions of cardiac 
ventriculography as employed by us. In the grading 
of the patients presenting evidence of regurgitant 
opacification of the left atrium, due attention was 
paid to the size of the left atrial chamber, since, 
as Smith and co-workers * have pointed out, the 
degree of atrial opacification should be expected 


C, grade 3, and D, grade 4. 


to vary with the volume of the left atrium, given 
the same degree of actual leak through the mitral 
valve. The grading of mitral insufficiency as 
adjudged by the surgeon at the time of exploration 
of the mitral valve is as follows: 0, no regurgitation; 
1+, 1-5 cc. per beat; 2+, 6-10 cc. per beat; 3-+-, 
11-40 ce. per beat; and 4+-, over 40 cc. per beat. 
While the ungloved examining finger has definite 
limitations in its ability to quantitate varying 
amounts of regurgitant stream issuing through the 
mitral valve, there is at present no better available 
method of surgical evaluation of dynamic mitral 
valvular leak. Any regurgitant jet through the 
mitral valve estimated at over 10 cc. per beat is 
considered at our institution to be of dynamic 
clinical significance. A leak of 1+ is represented 
by a very small but high-pressure jet issuing from 
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Fig. 1.—Cardiac ventriculographies showing four grades of regurgitant opacification of left atrium. A, grade 1, B, grade 2, 
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the left ventricle with each systole; an insufficiency 
of 4+ is one in which a large surge of blood enters 
the atrium with each ventricular contraction. 


Results 


Of the 32 patients having both satisfactory ven- 
triculographic study for demonstration of the 
presence and degree or absence of mitral regurgita- 
tion and for subsequent surgical evaluation of the 
status of the mitral valve, there were four patients 
who showed no atrial opacification, and at surgery 
these four were proved to have pure mitral stenosis 
without any mitral regurgitation. Of the remaining 
28 patients, some degree of atrial regurgitation 
was noted on ventriculographic study in each, and, 
at surgical exploration of the mitral valve, each 
case presented some degree of mitral regurgitation. 

Of these 28 patients presenting ventriculographic 
evidence of mitral insufficiency confirmed at sur- 
gery, there was exact correlation between ven- 


triculographic estimation and surgical evaluation 
of the degree of mitral insufficiency in 17 patients. 
(In 2 patients, the grading was 1+; in 1, 2+; in 12, 
3+; and in 2, 4+-.) Of the remaining 11, the devia- 
tion between ventriculographic and surgical esti- 
mation was no greater than 1+ in 8. In one case, 
the ventriculographic estimation was two degrees 
greater than the surgical estimation, and in one 
case it was two degrees lower than the surgical 
estimation. In the other case, the operative report 
did not record a surgical grading. 


Comment 


The determination of the degree of mitral insuffi- 
ciency by cardiac ventriculography must obviously 
be an estimation only. Variations in the intrinsic 
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size of the left atrium and the dilution effects of 
the resultant wide range of blood volume in various 
left atrial chambers influence the opacification of 
the left atrium produced by regurgitation of radi- 
opaque medium through the mitral valve. The pro- 
cedure does not lend itself to exactitude of 
interpretation but rather to estimation only of the 
amount of regurgitant opaque substance issuing 
through the mitral valve. When it is considered 
that the surgical evaluation of the degree of mitral 
insufficiency also is an estimation, it is not surpris- 
ing that some disparity exists between ven- 
triculographic and surgical quantitation of mitral 
regurgitation. Variations in stroke volume, pulse 
rate, cardiac output, stability of blood pressure, 
and production of arrhythmias, which may be 
incident to either procedure, are factors which 
might well considerably modify for ventriculog- 
raphy on the one hand the degree of regurgitant 


opacification observed in the left atrium and on 
the other hand the strength, volume, and force of 
regurgitant stream of blood issuing through the 
mitral valve at surgery. It is, therefore, not astonish- 
ing that exact correlation between ventriculo- 
graphic and surgical findings is not obtained in 
all cases. 

Cardiac ventriculography appears to be a 
reasonably efficient procedure for the evaluation 
of reduction in mitral regurgitation following sur- 
gical procedures designed for the correction of 
mitral insufficiency. Figure 2 illustrates the pre- 
operative ventriculographic study of a patient who, 
at surgery, presented mitral stenosis and a mitral 
insufficiency graded as 3+. The postoperative ven- 
triculographic study, performed 14 days after 
combined mitral commissurotomy and cross polar 
plication of the mitral annulus, demonstrates in 
this case a marked reduction in the regurgitant 
opacification of the left atrium. 
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Fig. 2.-Comparison of degree of regurgitant opacification in 
and after (C and D) surgery for correction of mitral insufficiency. 
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Summary 

Cardiac ventriculography appears to provide a 
fairly accurate method for objective demonstration 
of the presence of mitral insufficiency. The relia- 
bility of this procedure in the quantitation of 
mitral insufficiency is apparently adequate for pur- 
poses of detection of clinically significant degrees 
of mitral insufficiency. 

Considering operative findings at surgical ex- 
ploration of the mitral valve as indicative of the 
presence or absence of mitral regurgitation, there 
were no false-positive ventriculographic diagnoses 
of mitral insufficiency in a study of 32 patients. In 
the same group of patients, there was exact ven- 
triculographic correlation with surgical findings in 
21 patients. While discrepancies between the 
estimated ventriculographic and estimated surgical 
quantitation of mitral insufficiency occurred in 11 
cases, these discrepancies were not, in our opinion, 


ventriculographic studies of left atrium before (A and B) 


of sufficient magnitude to invalidate cardiac ven- 
triculography as a reasonably accurate clinical 
method of quantitating mitral insufficiency. 

230 N. Broad St. (2) (Dr. Lehman), 
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COMMISSUROTOMY FOR MITRAL STENOSIS 


George E. Maha, M.D. 


and 


Edward S. Orgain, M.D., Durham, N. C. 


Commissurotomy is now an established proce- 
dure of merit in the treatment of mitral stenosis. 
General agreement has been reached regarding 
indications for surgery, except for the inclusion of 
asymptomatic patients. Contraindications are less 
well defined, and little attention has been directed 
toward those patients in whom surgical exploration 
of the mitral valve is done but in whom commis- 
surotomy cannot be performed for various technical 
difficulties encountered at operation. The purpose 
of this report is to present the results of our ex- 
periences with mitral commissurotomy, to empha- 
size certain contraindications for operation, and 
to describe technical difficulties which preclude 
commissurotomy and contribute to mortality. 


Population of Study 


An analysis of the results of mitral commissur- 
otomy in the treatment of patients with mitral 
stenosis has been made through a review and 
postoperative evaluation of patients operated on 
at Duke Hospital during the period from January, 
1952, to July, 1956. Current follow-up data are 
available on nearly every patient. These patients 
constituted both private and public ward subjects 
at Duke Hospital, and the operations were largely 
done by one surgeon, Attention has also been 
directed to a group of patients who were operated 
on but in whom commissurotomy was not done. 
The cases of these latter patients demonstrate some 
of the problems encountered in mitral valve sur- 
gery. 

During the period of 1952 to 1956, 85 patients 
were operated on at Duke Hospital, with mitral 
commissurotomy accomplished in 72. Exploration 
was done in 13 additional patients, but commissur- 
otomy was not feasible because of an unsuitable 
valve or other technical difficulties. These 13 pa- 
tients are considered separately. A second com- 
missurotomy was. performed in one patient 26 
months after the initial operation because the valve 
had not been adequately opened during the first 
procedure. 

The patients who underwent commissurotomy 
included 55 women and 17 men, a ratio of approxi- 
mately three to one. On the basis of the New York 
Heart Association functional classification, pre- 
operatively 41 patients were placed in class 2, 29 
in class 3, and 2 in class 4. No patients in class 4 
were denied operation. Three pregnant women 
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The histories of 85 cardiac patients have 
been reviewed in order to define more 
sharply the indications and contraindications 
for mitral commissurotomy. The operation 
was completed in 72 patients without oper- 
ative deaths, and three pregnant women in 
whom the operation was completed survived 
without fetal mortality. The effectiveness of 
the operation was clearly shown by compar- 
ing the preoperative and postoperative status 
of the patients with respect to the New York 
Heart Association functional classification. 
Case histories are given for five of these 
patients who died from 4 to 48 months after 
commissurotomy. The operation was not com- 
pleted in 13 patients who presented various 
difficulties. Case histories were given for this 
group, in which four deaths occurred within 
the immediate postoperative period. In one 
instance the entire left atrium was found to 
have been converted into a smooth, bone- 
like mass through which entry was impossi- 
ble. Mitral commissurotomy has become an 
effective, safe procedure for competent sur- 
geons in well-selected patients. But when the 
heart is greatly enlarged and atrial fibrilla- 
tion is present, when the auscultatory find- 
ings are not classic, when other valvular 
lesions exist (notably mitral insufficiency or 
aortic stenosis), or when the electrocardio- 
gram shows left axis deviation, careful evalu- 
ation by other methods should be done, in- 
cluding fluoroscopy, phonocardiography, 
and catherization. 


were included in whom operations were performed 
at three, four, and five months of pregnancy with- 
out maternal or fetal mortality. 

There were no operative deaths in the 72 pa- 
tients. This reflects the opinion that patients in 
class 3, functional capacity, or in class 2 approach- 
ing class 3 are the best candidates for surgery.’ 
Ellis and Harken * have reported a 0.6% operative 
mortality rate in their second 500 patients who 
were judged better risks for operation. Mitral 
commissurotomy has thus become a relatively safe 
procedure when done by competent surgeons, and 
the operative mortality is reaching a minimum in 
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properly selected patients. Among the 72 patients 
in whom commissurotomy was done, there were 
7 known deaths during the follow-up period. 
Among the 13 patients in whom only exploration 
was done, there were 4 operative deaths and 3 
additional patients are known to be dead. 

The average age at time of commissurotomy was 
36 years, for both males and females. The age of 
the patients in class 3 and 4 averaged 38 years, as 
compared to 35 years for the patients in class 2. The 
youngest patient in the series was 19 years of age, 
while the oldest was 57. 


Comparison of Preoperative 
and Postoperative Data 


A history of rheumatic fever, considered to be 
reliable, was present in 31 (43%) of 72 patients. 
Seven of the 31 patients had chorea as the initial 
major manifestation of rheumatic fever; these were 
all women. A composite analysis of these patients 
reveals the average age at the first attack of rheu- 
matic fever to be 11 years, with an asymptomatic 
period of 20 years, the onset of cardiac symptoms 
at 31 years, and commissurotomy performed 5 years 
later at 36 years of age. Mitral commissurotomy 
has become a means to interrupt the progression in 
the natural history of the disease, as documented 
by Bland and Jones.* 

Analysis of some manifestations of rheumatic 
heart disease and mitral stenosis (table 1) revealed 
one or more episodes of congestive heart failure 
in 31 (44%) of the 72 patients, with this being more 
frequent in the patients in class 3 and 4 (27 [87%] 
of 31). Hemoptysis occurred in 27 (38%), being 
slightly more frequent in patients in class 3 than 
those in class 2. Auricular fibrillation occurred in 
33 (46%) of the patients preoperatively. In nine 
patients having sinus rhythm, auricular fibrillation 
occurred during the immediate postoperative 
period. Conversion to normal sinus rhythm was ac- 
complished in six of the nine patients. Systemic 
emboli, often multiple, occurred in 12 patients 


TABLE 1.—Preoperative Manifestations of Mitral Stenosis 


Auricular 
Congestive Hemo- Fibril- Systemic 
No. of Failure, ptysis, lation, Emboli, 
Patients vo. No. No. No. 
16 
12 16 
0 1 
27 33 


* New York Heart Association functional classification. 


(16%) preoperatively; only 1 of these 12 patients 
has had an embolus postoperatively. In two pa- 
tients without prior emboli, cerebral emboli oc- 
curred as a complication of operation. One patient 
without preoperative embolization died 41 months 
after operation from congestive heart failure and 
multiple systemic emboli. 
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A calcified mitral valve was found in 19 patients 
at operation (9 of 41 patients in class 2, 8 of 29 
patients in class 3, and both patients in class 4). 
This was found twice as frequently in men as in 
women. Valvular calcification was detected roent- 
genographically in 21% of these patients preopera- 
tively. Slight degrees of valve calcification had no 


TABLE 2.—Preoperative Electrocardiographic Findings 


tricular Axis Ab- 
No.of Hyper- vi- talis normal Normal 
Patients trophy ation Effect P Wave Finding 
24 9 5 
21 4 0 
2 0 


47 13 


* New York Heart Association functional classification 


appreciable effect on the subsequent course of the 
patient, while heavy calcification was noted in those 
patients who did less well. 

Analysis of the preoperative electrocardiograms 
in the 72 patients (table 2) revealed right ventric- 
ular hypertrophy in 11 patients (15%), right axis 
deviation in 32 (42%), and abnormal P waves of 
the broad notched variety in 13 (18%). One patient 
presented the unusual finding of the Wolff-Parkin- 
son-White syndrome, and another patient exhibited 
complete heart block. Five patients had normal 
electrocardiograms. 

Radiologic examination in those patients who 
underwent commissurotomy nearly uniformly re- 
vealed an enlarged left atrium, prominent pulmo- 
nary vasculature, and, in 40%, right ventricular en- 
largement. No consistent change in heart size was 
observed postoperatively by comparison of roent- 
genograms. Postoperative electrocardiograms also 
showed little change from the preoperative trac- 
ings. Improvement in heart murmur, heart size, or 
electrocardiographic picture was less striking than 
symptomatic improvement in the successfully 
treated patient.* 

In 33 patients, cardiac catheterization was per- 
formed preoperatively. In class 2, among 16 pa- 
tients the average mean pulmonary capillary 
pressure was 2] mm. Hg (range 13-35 mm. Hg) 
with a rise to 31 mm. Hg after exercise (range 
22-45 mm. Hg). The average mean pulmonary 
artery pressure rose from 37 mm. Hg (range 17-66 
mm. Hg) to 54 mm. Hg (range 23-84 mm. Hg) 
with exercise. The 17 patients in class 3 and 4 had 
slightly higher pressures (average mean pulmonary 
capillary pressure of 24 mm. Hg with rise to 35 
mm. Hg after exercise and average mean pulmonary 
artery pressure of 36 mm. Hg with rise to 59 
mm. Hg). Most of the patients, on the basis of 
pressures, were in Holling and Venner’s® stage 3 
and 4 (valve size 0.5-1.0 sq. cm.). 

Operative and postoperative complications in- 
cluded a depressive psychosis in 1 patient, auricu- 
lar fibrillation in 9 patients, postcommissurotomy 
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syndrome in 19 patients, and cerebral embolism 
at time of operation in 2 patients (1 showed mild 
embolism without significant residua, while the 
other patient continues to have speech difficulty 
and mild motor disturbance two years postopera- 
tively). The postcommissurotomy syndrome con- 
sisted chiefly of fever, pleuritis, and pericarditis in 
19 patients (26%), and, as outlined by Dresdale 
and co-workers,’ it might better be termed “post- 
cardiotomy syndrome.” Only 3 of these 19 patients 
had auricular muscle biopsy evidence of “active 
carditis.” Eighty-three per cent of the patients in 
the series had “inactive” auricular muscle biopsies. 
The presence of positive biopsies had no obvious 
influence on the patients’ subsequent clinical course. 
All seven patients who died after operation had 
negative auricular muscle biopsies. 


Follow-up Data 


Complete follow-up data to Jan. 1, 1957, are 
available for 70 of the 72 patients; the remaining 
2 patients are known to be living but are not 
available for personal study. Postoperative observa- 
tions have varied from 6 to 54 months, the mean 
duration of follow-up being 24 months for the 
patients in class 2 and 42 months for those in class 
3 and 4. In table 3 the follow-up data are summar- 
ized. Ninety per cent of the preoperative class 2 
patient group are improved, with 66% now placed 
in class 1. Of the preoperative class 3 and 4 pa- 
tients, 74% are improved, 29% are grouped in 
class 1, and 39% are grouped in class 2. This degree 
of improvement is similar to that reported by 
Kuzman and associates,’ Ellis and Harken,* and 
Bailey and Bolton.* The course of disease in two 
patients suggests that restenosis has occurred; one 
patient has been submitted to operation twice. 
Seven patients (two in class 2 and five in class 3 
and 4 preoperatively ) in the commissurotomy group 
are known to be dead. 


Commissurotomy—Report of Cases 


Case 1.—A 53-year-old woman (class 3) died approxi- 
mately six months after operation in congestive heart failure 
with hyponatremia and, probably, pulmonary emboli. A 
calcified mitral valve and significant mitral regurgitation 
were found at operation. 


Case 2.—A 22-year-old male (class 2) died 37 months 
postoperatively in acute pulmonary edema. This patient had 
combined aortic and mitral stenosis and auricular fibrilla- 
tion; mitral regurgitation was noted at operation. 


Case 3.—A 26-year-old woman (class 3), whose mitral 
stenosis was complicated by complete heart block, probably 
congenital, and mild diabetes mellitus, died about four 
months after operation in congestive heart failure. Mitral 
regurgitation was moderately increased after splitting the 
valve. 


Case 4.—A 51-year-old woman (class 3) died approxi- 
mately 48 months after operation of congestive heart failure. 
This patient presented a tight mitral stenosis, but, because 
of the funnel-shaped, calcified valve configuration, only 
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partial relief of obstruction was possible. A history of 
cerebral embolus and auricular fibrillation was noted prior 
to operation, and her immediate postoperative course was 
complicated by a depressive psychosis severe enough to re- 
quire temporary confinement in a mental hospital. 


Case 5.—A 49-year-old male (class 3) with a heavily 
calcified valve noted at operation obtained temporary yet 
significant improvement in symptoms postoperatively. Death 
occurred 41 months after operation from severe congestive 
failure and multiple systemic emboli. Atrial fibrillation with- 
out history of embolism was present preoperatively. 

Comment.—Five of these seven patients had atrial fibrilla- 
tion, four had mitral insufficiency, four had calcified valves, 
two had very large hearts, and two had combined aortic 
stenosis and mitral valve disease. These patients presented 
most of the factors which have been considered to reduce 
the chance of operative success, such as marked cardiac 


Taste 3.—Follow-up Data on Patients Who Received 
Commissurotomy for Mitral Stenosis 
Preoperative Functional Class 2 (41 Patients)* 


Postoperative 
Functional 


Period Since No. of Class Not 
Operation, Pa- ——~————, Improved, Improved, Deaths, 
Mo. tients 12 3 4 No. No No. 
4 2 2 1 1 
8 7 #1 8 
8 8 0 8 
icsiesviiceucedaes 4 1 2 1 3 1 
3 1 2 3 
4 3 1 4 
1 1 1 
2 2 2 
41 27 ll 1 37 2 2 
Preoperative Functional Class 3 and 4 (31 Patients) 
3 1 1 2 
2 1 1 2 
3 1 4 3 
3 2 1 3 
1 1 1 
2 1 1 1 
3 3 1 
espiaceseeareesees 4 3 1 3 1 
, 31 9 12 4 1 3 3 5 


Current follow-up data not available for two patients. 


enlargement, significant mitral insufficiency, calcified mitral 
valve, aortic stenosis, prolonged congestive heart failure, 
atrial fibrillation, and embolism.® 


Exploration Only—Report of Cases 


The 13 patients in whom exploration was done 
but in whom commissurotomy could not be ac- 
complished presented some interesting findings. 
The entire operative mortality has been contributed 
by this group. Less than 50% of these patients are 
alive, as compared to 90% of the patients who 
underwent commissurotomy. Of these 13 patients, 
4 died in the immediate postoperative period and 
3 died later, 1 at 1 month, 1 at 10 months, and 
another at 27 months after operation. Of the re- 
maining six patients, five appear improved at the 
time of writing, not from surgery but through 
better patient cooperation and stricter medical 
management. Brief summaries of the cases of these 
patients follow. 
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Case 1.—A 31-year-old male (class 3) was found at 
operation to have a thick, boggy, adherent pericardium, 
suggesting acute inflammation and edema. Operation was 
not attempted. This patient subsequently died three days 
after operation, and postmortem evidence showed acute 
rheumatic carditis, chronic congestive failure, and cirrhosis of 
the liver. His preoperative laboratory data included a nor- 
mal hemoglobin level, white blood cell count, sedimentation 
rate, and unremarkable antistreptolysin-O titers (50-166 
units). This illustrates the difficulty in diagnosing rheumatic 
carditis from laboratory data. 


Case 2.—A 45-year-old woman (class 3) was found at 
operation to have a valve so anatomically arranged that 
commissurotomy was not possible. There was only a minor 
degree of stenosis present. A large clot was noted in the 
atrium. The operation was further complicated by cardiac 
arrest for three minutes, during which time massage was 
done. The patient died five days postoperatively, and at 
autopsy a bal!-valve thrombus was found obstructing the 
mitral orifice. 


Case 3.—A 27-year-old woman (class 2) at operation was 
found to have a calcified valve in which there was marked 
mitral insufficiency without significant stenosis. Her preopera- 
tive electrocardiogram had revealed right ventricular hyper- 
trophy, and roentgenographically her heart was quite large. 
Both mitral systolic and diastolic murmurs were heard pre- 
operatively. Postoperatively her course was complicated by 
hyponatremia, and death occurred seven days after opera- 
tion from pulmonary embolism. 


Case 4.—A 30-year-old woman (class 4) at operation was 
found to have pronounced mitral insufficiency with a valve 
orifice estimated to be 3 cm. in diameter. The left atrium 
was found to be massively enlarged. Roentgenograms dis- 
closed a very large heart, and the electrocardiogram revealed 
only atrial fibrillation and digitalis effect. Both mitral sys- 
tolic and diastolic murmurs were present. She presented a 
history of cerebral embolization and for one month prior to 
surgery had been treated for suspected subacute bacterial 
endocarditis. Postoperatively her course was complicated by 
shock and oliguria and later by hyponatremia. She died 15 
days after operation and, at postmortem examination, was 
found to have predominant mitral insufficiency without 
significant stenosis. The myocardium revealed healed 
Aschoff bodies. No evidence of subacute bacterial endo- 
carditis was found at postmortem examination. Multiple 
small pulmonary emboli and one area of pulmonary infarc- 
tion were demonstrated. 


Case 5.—A 38-year-old male (class 3) at operation had 
both mitral stenosis and insufficiency in a densely calcified 
valve whose configuration made opening hazardous in rela- 
tion to possible increase of insufficiency. A stormy post- 
operative course was accompanied by atrial fibrillation, 
electrolyte disturbance, and a toxic reaction to quinidine. 
The patient died at home one month after surgery. 


Case 6.—A 35-year-old man (class 4) was found at 
operation to have the entire left atrium converted into a 
hard, smooth, calcified, bone-like mass which made entry 
impossible. This had been suspected preoperatively from 
the roentgenogram, and the patient was told that operation 
might not be possible. This patient died 10 months after 
operation in cardiac failure. At postmortem examination he 
was found to have severe mitral stenosis and a distended 


left atrium filled with calcified thrombus. 


Case 7.—A 50-year-old male (class 2) at operation was 
found to have such a heavily calcified valve that commis- 
surotomy was not possible. Some mitral regurgitation was 
also present. Preoperative catheterization had revealed a 
mean pulmonary capillary pressure of 23 mm. Hg and mean 
pulmonary artery pressures of 39 mm. Hg at rest and 58 
mm. Hg after exercise. This patient died 27 months after 
operation in severe congestive heart failure. 
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Case 8.—A 47-year-old woman (class 2) had mitral 
stenosis and slight regurgitation at operation. Her valve was 
dilated by finger without any actual split being performed. 
Attempt to incise the commissure with a knife was not done 
for fear of causing considerable regurgitation due to the 
anatomic arrangement of the valve. On a careful medical 
program, this patient has done quite well for nearly six 
months. 


CasE 9.—A 55-year-old woman (class 3) presented a 
loud mitral diastolic murmur with thrill, a mitra! systolic 
murmur, atrial fibrillation, and a massively enlarged heart. 
Cardiac catheterization revealed a mean pulmonary capillary 
pressure of 16 mm. Hg and a rise of mean pulmonary 
pressure from 20 to 29 mm. Hg with exercise. At operation 
her mitral valve area was at least 3 sq. cm. in area without 
significant mitral regurgitation. In the year since operation 
her status has improved slightly with a strict medical regi- 
men. 


Case 10.—A 46-year-old woman (class 3) preoperatively 
presented murmurs of mitral stenosis and_ insufficiency, 
atrial fibrillation, enlarged left atrium and right ventricle 
by fluoroscopy, and right axis deviation by electrocardio- 
gram. Cardiac catheterization revealed a mean pulmonary 
capillary pressure of 19 mm. Hg and mean pulmonary 
artery pressures of 25 mm. Hg at rest and 36 mm. Hg after 
exercise. Operation disclosed predominant mitral insuffi- 
ciency without significant stenosis. She remains in class 3. 


Case 11.—A 42-year-old male (class 2), who presented 
atrial fibrillation and a history of cerebral embolus, was 
found at operation to have primarily mitral insufficiency. 
Both mitral systolic and diastolic murmurs were present. 
The auricular appendage was removed. Postoperatively, no 
further emboli have been noted. Attempts to restore normal 
rhythm have failed because of serious manifestations of 
quinidine toxicity. The patient remains unimproved. 


Case 12.—A 43-year-old woman (class 3), who preopera- 
tively had mitral systolic and diastolic murmurs, moderate 
left atrial enlargement, and a normal electrocardiogram, 
was found to have moderate mitral insufficiency with no 
significant stenosis. Except for the postcardiotomy syndrome, 
she has done well postoperatively. 


Case 13.—A 37-year-old man (class 2), who had a his- 
tory of cerebral embolus, was found at surgery to have 
predominant mitral insufficiency with slight mitral stenosis. 
The auricular appendage was removed. The patient has had 
no further emboli and is working 36 months postoperatively. 
He also has auscultatory evidence of probable aortic insuffi- 
ciency. 

Comment.—Of the 13 patients whose hearts were ex- 
plored without commissurotomy, there were 6 who had pri- 
marily mitral insufficiency without significant stenosis, one 
who had neither significant stenosis nor insufficiency, 3 whose 
valves were not amenable to correction, 1 with a too heavily 
calcified valve for commissurotomy, 1 with a densely calci- 
fied atrium precluding surgical entrance, and, finally, 1 with 
acute rheumatic pancarditis. Although Ferrer and associ- 
ates '° have discussed the clinical differentiation of mechani- 
cal block at the mitral valve from myocardial insufficiency 
by the catheter technique, the practical problems presented 
by this group of 13 patients have generally received little 
attention in clinical reports concerning the results of com- 
missurotomy. 


Need for Surgery 


In retrospect, some of these patients should not 
have been operated on, particularly the young 
man with active rheumatic carditis or the man 
with the tremendously calcified atrium which made 
operation hazardous, although the latter patient's 
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symptomatology was so severe that exploration at 
least was considered worthwhile. In relation to the 
problem of mitral insufficiency, catheterization of 
the left side of the heart now provides a tool for 
evaluating patients suspected of having this 
lesion."' Unusually shaped mitral valves cannot 
always be detected, although the presence of mas- 
sive calicification should make this suspected. The 
last case in the group above was a variant of those 
discussed by Harvey and associates '* in relation to 
the problem of myocardial insufficiency. As out- 
lined by Harvey and associates, these cases can be 
detected by physiological studies. Consequently, 
cardiac catheterization of both right and left sides 
should be resorted to more frequently for objective 
evaluation especially in the problem patient. The 
phonocardiogram has been studied in relation to 
the correlation of Q-1 minus 2-O.S. times with the 
degree of mitral block and can be helpful for the 
screening of patients for mitral commissurotomy.‘* 
(The Q-1 interval refers to the time from the onset 
of the QRS wave to the onset of maximal vibration 
of the first heart sound. The 2-O.S. interval is the 
time from the onset of the second sound to the 
opening snap. In our experience, a 2-O.S. time less 
than 0.09 seconds and a Q-1 minus 2-O.S. value 
greater than minus one, present in the same patient, 
are suggestive of significant mitral stenosis. ) 

Black and Harken '* have enumerated some help- 
ful clues in the determination of the need for sur- 
gery in patients with mitral stenosis. Episodes of 
failure, roentgenographic evidence of pulmonary 
hypertension, electrocardiographic evidence of right 
ventricular hypertrophy, difficulty with coitus, epi- 
sodes of systemic emboli, and severe symptoms in 
pregnancy are all factors which, as in our experi- 
ence, have been helpful in the selection of patients 
for operation. A thorough and carefully done his- 
tory and physical examination, supplemented by 
routine diagnostic aids, are, as emphasized earlier 
by Kuzman and his associates,’ the basic tools in 
the evaluation of candidates for mitral surgery. 

Little difficulty is offered by the symptomatic pa- 
tient who presents the classic findings of mitral 
stenosis with accentuated first heart sound, open- 
ing snap, rumbling mitral diastolic murmur and 
thrill, loud split pulmonary second sound, right axis 
deviation by electrocardiogram, enlarged _ left 
atrium, prominent pulmonary artery, and hyper- 
trophy of the right ventricle. When the heart is 
greatly enlarged and atrial fibrillation is present, 
when the auscultatory findings are not classic, when 
other valvular lesions exist (notably, mitral insuf- 
ficiency or aortic stenosis ), or when the electrocar- 
diogram shows left axis deviation, careful evaluation 
by other methods, such as with phonocardiogram 
and catheterization of the right and left sides of 
the heart, should be done before subjecting the pa- 
tient to surgery. Fluoroscopic examination may 
sometimes furnish valuable clues. 
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The demonstrated safety and effectiveness of 
mitral commissurotomy in well-selected patients 
who have mitral stenosis makes accurate evalu- 
ation of all suspected cases obligatory in order to 
choose the suitable candidate and to avoid ill-ad- 
vised surgery with its higher mortality rates. Sur- 
gical exploration of questionable cases should be 
avoided through first utilizing every diagnostic aid 
available, and only then, in a minimum number, 
will exploration be justified. 


Summary 


Mitral commissurotomy was performed in 72 
patients at Duke Hospital with no operative deaths. 
Exploration was done in 13 additional patients, but 
commissurotomy was not feasible because of an 
unsuitable valve or other technical difficulties. 
Forty-one patients were placed in functional class 
2 and 31 in class 3 and 4. Three pregnant women 
were operated on without maternal or fetal mor- 
tality. A prior history of rheumatic fever was pres- 
ent in 43% of the patients, the average age at onset 
of the first attack being 11 years followed by an 
asymptomatic period of 20 years. Symptoms of 
rheumatic heart disease appeared at an average 
age of 31 years, and commissurotomy was per- 
formed at an average age of 36 years. One or more 
episodes of congestive heart failure, hemoptysis, 
and atrial fibrillation occurred in nearly half of the 
patients preoperatively. 

Follow-up in 70 of 72 patients revealed impres- 
sive improvement in symptoms; 90% of the patients 
grouped preoperatively in class 2 improved, and 
66% were. placed in class 1. Seventy-four per cent 
of the patients in class 3 and 4 were improved, 
with 29% placed in class 1 and 39% in class 2. 
Improvement in heart murmur, heart size, or electro- 
cardiographic tracing was less impressive than sub- 
jective improvement in successfully treated patients. 
Operative complications included the postcardi- 
otomy syndrome, which occurred in 26% of the pa- 
tients without correlation to the auricular muscle 
biopsy evidence of rheumatic activity. Seven pa- 
tients are known to be dead, and these patients had 
clinical findings suggesting less chance of operative 
success, namely, the association of mitral insuf- 
ficiency, aortic stenosis, very large hearts, valve 
calcification, and atrial fibrillation. 

The cases of 13 patients whose hearts were sur- 
gically explored without commissurotomy reveal 
some important problems in terms of selection and 
technical difficulties at operation. This group con- 
stituted the entire operative mortality (four deaths) 
and a low survival rate (less than 50%). 

Mitral commissurotomy has become a safe and 
effective procedure in well-selected patients and 
offers a means of interrupting the progressive 
symptoms of rheumatic heart disease and mitral 
stenosis. 
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Vegetable oils have received attention recently 
because of their effect of lowering the levels of 
serum lipids in man. It seems definitely established 
that the careful substitution of unsaturated vege- 
table oils for saturated animal fats in human diets 
will produce a sustained reduction in total serum 
cholesterol level.‘ Several unsaturated vegetable 
oil emulsions are now available. The temptation on 
all sides has been to assume that they would effec- 
tively reduce the serum cholesterol level, when 
given as dietary supplements, without much change 
in the patient’s regular diet. 

The work of several investigators ? after the first 
data from Kinsell and Michaels and Ahrens and 
others * has indicated that the amount of fall in the 
serum cholesterol level is closely allied to the de- 
gree of unsaturation of the particular vegetable oil 
supplied to the subjects under investigation. This 
has caused a focusing of attention on safflower oil 
because of its high percentage of linoleic acid and 
high degree of unsaturation. With an iodine num- 
ber of about 143, safflower oil is the most unsatu- 


From the Vascular Section, Department of Medicine, New York 
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The effect of safflower oil emulsion given 
as a supplement to the usual diet was studied 
in 24 young men, weekly samples of blood 
being taken and analyzed for total choles- 
terol. After an initial period of five weeks, 
the subjects were divided into two groups 
who received either safflower oil emulsion or 
a placebo for seven weeks. At the end of 
that time the two groups were reversed, so 
that those who had received the placebo 
now received emulsion and vice versa. Nei- 
ther the subjects nor the supervising physi- 
cians knew which preparation a given subject 
was receiving at a given time. The emulsion, 
containing 65% safflower oil, was given in 
15-cc. doses five times daily to a total of 75 
cc. each day. Used as a supplement to the 
usual diet under these conditions, it had no 
demonstrable depressant effect on the total 
serum cholesterol levels. 
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rated vegetable oil available today. But, despite the 
widespread manufacture and prescription of saf- 
flower oil emulsions and despite the fact that large 
numbers of patients are taking these supplements 
to their normal diets in hopes of reducing their 
serum cholesterol levels, very little experimental 
evaluation of their value as such has to date been 
published. 

Ahrens and others '” has pointed out the close 
parallel between the levels of total cholesterol, free 
cholesterol, and phospholipids in the serum and 
have shown that a change in total serum cholesterol 
level is a satisfactory index of a change in levels of 
all three factors. 

The purpose of the present study, therefore, was 
to investigate the effect on the total serum choles- 
terol level in 24 normal young male subjects of a 
safflower oil emulsion given as a supplement to the 
usual diet. 


Ib 


Material and Method 


Selection of Subjects.—Twenty-four young male 
medical students, averaging 24 years of age (range 
22 to 26), were selected to serve as paid volunteers. 
None had a history or clinical evidence of ather- 
osclerosis or of disordered thyroid function. 

Control of Diet—The habitual diet of each sub- 
ject was determined by questionnaire before the 
beginning of the study. The following average 
composition of the diet was established: total cal- 
ories, 2,350 (range 1,900 to 3,100); calories derived 
from fat, 42% (range 34% to 47%); and total daily 
fat intake, 109 Gm. (range 88 to 119), the great 
majority of which was animal and hydrogenated 
vegetable fat. All the subjects were required to 
adhere to their usual diets as closely as possible 
during the control and experimental periods. Use 
of vitamin supplements, the only medication taken 
previously by any of the subjects, was discon- 
tinued. 

Experimental Design and Method.—During the 
entire experiment, serum was obtained weekly by 
venipuncture from each subject during the fasting 
state. Each sample was analyzed for total choles- 
terol level by a modification of the method of 
Bloor. In general, the cholesterol level determina- 
tions were performed on fresh serum on the same 
day. Occasionally, the serum was frozen at -15 C, 
and the determination was performed one to six 
days later. 

After a preliminary control period of five weeks, 
the subjects were divided into two groups. They 
were matched according to nearest average serum 
cholesterol level seen thus far in the experiment 
and were placed alternately into one or the other 
group. One group of 12 subjects then received a 
65% safflower oil emulsion, 15 cc. five times daily 
(total 75 ce. a day). Thus, these subjects ingested 
approximately 48 Gm. of unsaturated vegetable oil 
daily, creating a ratio of unsaturated to saturated 
fat in their diets of about 1:2. This daily dosage of 
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75 cc. was chosen because it is the usual maximum 
dosage advised to produce the desired depressent 
effect on the serum cholesterol level. 

The other group of 12 subjects were given, in the 
same dosage, a placebo, resembling the safflower 
oil emulsion in taste and consistency. The composi- 
tions of the two materials are as follows: The saf- 
flower oil emulsion contained 65% safflower oil, 8% 
sucrose, and 22% water; as emulsifying agents, 
polyethylene glycol distearate, polysorbate 80, 
sorbitan monooleate, sodium lauryl sulfate, and 
polyoxyethylene sorbitan monopalmitate; artificial 
flavor; as preservatives, 0.1% sodium benzoate and 
0.05% benzoic acid; and as antioxidants, 0.0065% 
propyl gallate and 0.003% citric acid. The 75-cc. 
dosage supplied 450 calories. The placebo con- 
tained, per 1,000 cc., 100 Gm. of granulated acacia, 
1 Gm. of sodium benzoate, 1 cc. of vanilla tincture, 
800 Gm. of sucrose, and distilled water. The 75-cc. 
dosage supplied 240 calories. Standard 15 cc. table- 
spoons were dispensed to all. The timing of the 
doses, whether before, during, or after meals, was 
not regulated. 

The experiment was conducted by the double- 
blind method. Neither the subjects nor the super- 
vising physicians were told whether each individual 
subject was taking the safflower oil emulsion or the 
placebo. 

After seven weeks of therapy, the two experi- 
mental groups were reversed. The group that had 
taken the safflower oil emulsion then took the 
placebo, and those who had taken the placebo then 
took the safflower oil emulsion. 


Results 


During all phases of the experiment, there was 
a marked variability from week to week in indi- 
vidual serum cholesterol levels. The average cho- 
lesterol level of all 24 subjects, however, remained 
fairly stable from week to week during the control 
period. The over-all average total serum cholesterol 
level in these subjects over a period of five weeks, 
without therapy, was 192 mg. per 100 cc. (range 
117 to 284). 

When, after the control period, 75 cc. of the 
safflower oil emulsion was added daily to the regu- 
lar diets of 12 subjects, over a period of seven 
weeks, there was no decrease in the average total 
serum cholesterol level (table 1). In fact, in 11 of 
12 subjects, the average cholesterol level while the 
safflower oil emulsion was taken was higher than 
it had been during the control period. The average 
increase was 17 mg. per 100 cc. (range 1 to 36). 

However, the group of 12 subjects who went 
from a control period to a period of seven weeks 
during which the sucrose placebo was added to 
their diets (table 2) also showed a rise in average 
serum cholesterol level; in 11 of 12 subjects this 
rise was 23 mg. per 100 cc. (range 6 to 44). 
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When, at the end of seven weeks, 12 subjects 
were switched from safflower oil emulsion to place- 
bo, the gradual trend upward in serum cholesterol 
level continued (table 1). Similarly, in the other 
12, when the safflower oil emulsion was substituted 
for the placebo, the average total serum cholesterol 
level continued to rise slowly (table 2). 

There was no depressant effect on the total serum 
cholesterol level to be observed from the addition 
of 75 cc. daily of the safflower oil emulsion to the 
regular diets of these subjects (see figure). 

The safflower oil emulsion used was well toler- 
ated by the subjects. One subject out of each group 
of 12 developed slight nausea and loose stools dur- 
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has not yet been satisfactorily demonstrated. Arm- 
strong and co-workers * have recently published 
the results of an experiment in which safflower oil, 
in about the same daily quantity used here, was 
added as a supplement to the diets of medical 
students. These authors reported a significant low- 
ering of the serum cholesterol level, but their data 
were the result of only a nine days’ study, with but 
two determinations of cholesterol level, one before 
and one after. 

The present study failed to show any depressant 
effect on the serum cholesterol level. There was, in 
this study, a considerable variability in the indi- 
viduals’ cholesterol levels from week to week. Such 


TaBLE 1.—Weekly Serum Cholesterol Level Determinations in Milligrams per 100 cc. 
Over Three Treatment Periods in Twelve Subjects (Group 1) 
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TaBLE 2.—Weekly Serum Cholesterol Level Determinations in Milligrams per 100 cc. 
Over Three Treatment Periods in Twelve Subjects (Group 2) 
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ing the first week of therapy, but these symptoms 
did not persist. The subjects reported a slight weight 
gain (average 2 kg. or 4.5 Ib.) during the period of 
addition of the emulsion to their regular diets. 


Comment 


The ability of supposedly normal young male 
subjects to respond by a lowering in the serum 
cholesterol level to a substitution of unsaturated 
vegetable oil for saturated fat in the diet has been 
previously established by several other investiga- 
tors.** The similar effectiveness of safflower oil as 
a practical supplement to a normal diet, however, 


variability has appeared to us to be less in older 
subjects and in patients with elevated serum cho- 
lesterol levels and points up the necessity, often 
neglected, of establishing an adequate control or 
base-line series of determinations in any such study. 
A control series of at least five weekly determina- 
tions, as done here, would seem necessary. 

The reason is uncertain, in the present study, for 
the gradual rise in the average serum cholesterol 
level over an 18-week period in both of the groups 
(control-saflower oil—-placebo group and control— 
placebo-safflower oil group). The increase in 
calories consumed and seasonal influence (the 
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experiment lasted from mid-summer to early win- 
ter) may have played a part. The design of the 
experiment, however, with each subject serving as 
his own control, compensated in part for this. 

At any rate, the use of safflower oil in the maxi- 
mum dosage usually recommended for therapeutic 
purposes produced no depressant effect on the 
levels of serum cholesterol in these normal young 
male subjects maintained on their usual diets. 
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Control Treatment Period I. Treatment Period I. 
5 weeks 7 weeks 
—— Control - Placebo - Safflower Oil Sequence 
..- Control - Safflower Oil - Placebo Sequence 


Mean total serum cholesterol levels in two groups of 12 
subjects each. 


Our results are not to be construed as denying 
the possible effectiveness of safflower oil as a sup- 
plement to diets which have been markedly re- 
duced in their content of animal fat. 

Further studies on dietary supplements of 
safflower oil, other unsaturated vegetable oil prep- 
arations, and combinations of these with substances 
supposed to reduce the serum cholesterol, in normal 
young subjects, in older subjects with arterioscle- 
rosis, and in subjects with elevated serum choles- 
terol, are under way and will be reported on later. 
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Summary 


Twenty-four young male subjects were studied 
during a three-phase experiment lasting 18 weeks. 
After a five-week control period, they were given, in 
sequence for six-week to seven-week periods, a 
placebo, and a daily dietary supplement of 75 cc. 
of a 65% safflower oil emulsion. The safflower oil 
emulsion as a supplement to the usual diet had no 
demonstrable depressant effect on the total serum 
cholesterol levels of these subjects. 


525 E. 68th St. (21) (Dr. Wright). 
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high case-fatality rate, appears to occupy a place out of proportion to its 
frequency as a cause of death in some regions. Without exception, botulism 
is caused by carelessness in the preparation and preservation of vegetable and ani- 


B iiss coer is] a disease which, owing to its spectacular nature and 


mal foods. Local customs of eating such food uncooked, in the form of salads, 
watery conserves, poorly cured or inadequately smoked pork and salted fish prod- 
ucts create the botulism problem. The risk of botulism exists wherever the telluric 


incidence of Type A, B, and E spores is high. . . 


. In California, with an epidemi- 


ological intelligence service attuned to botulism, the casual toxin or type of anaerobe 


was proved in only 69 (33.9%) of 203 outbreaks. 


. . . All recent observations sup- 


port as more plausible the explanation that dissimilarities in the foodstuffs custom- 
arily responsible for botulism in various parts of the world (processed meats—es- 
pecially ham, sausages, and other pork products—in Europe; home-preserved vege- 
tables and fruit in the USA; fish in the USSR) may be major determinants of 
regional case-fatality rates.—-K. F. Meyer, M.D., The Status of Botulism as a World 


Health Problem, Bulletin of the World Health Organization, vol. 15, no. 1-2, 1956. 


— 
. 
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BLOOD BANKING FOR INTRACARDIAC SURGERY 


W.. Newlon Tauxe, M.D. 


and 


Thomas B. Magath, M.D., Rochester, Minn. 


Intracardiac surgery with use of a_ heart-lung 
bypass machine makes special demands in respect 
to provision and management of blood. To meet 
these requirements in the use of a Gibbon-type 
pump-oxygenator, members of the Mayo Clinic 
Blood Bank and the appropriate surgical team em- 
ploy the procedures to be described here. 

Knowledge of two statistical statements is needed 
for proper evaluation of the problem: Some 15,000 
half-liter units of whole blood are used annually at 
the clinic; and of this amount, approximately 3,000 
units (20%) are used by the bypass machine alone. 
Since it is necessary that this blood be fresh, hepa- 
rinized, and, of course, of the proper group and 
type, the problem of procurement obviously is a 
major one. 

Fortunately the clinic has a background of some 
43 years of experience in providing blood for trans- 
fusions. Over this period a list of a considerable 
number of professional donors has been built up. 
The description of the details of this procurement is 
beyond the scope of this paper, since they include 
such broad psychological concerns as the develop- 
ment of an esprit de corps among people not ac- 
quainted with one another. For example, as our 
immediate community is relatively small, we have 
some donors who drive from 200 miles away to 
donate blood. 

Perhans our greatest problem is the disparity be- 
tween the blood types available and the types 
needed. Our donor group contains a large percent- 
age of Scandinavians, who are predominantly of 
type A; but our patients, many of whom come from 
greater distances, are chiefly of type O. 


Scheduling of Patients 


In order to have a basis for arrangements with 
donors, a fairly rigid schedule of operations for a 
three-month period is submitted to the blood bank. 
Included are each patient’s blood group and type 
and his age, surface area, and sex. This list is com- 
pared with the lists of available professional donors 
who will be eligible for call on the tentative date 
of operation. If enough suitable donors are not 
available on such a date, another date is suggested 
to the surgeons by the clinical pathologists who 
operate the blood bank. This final date, then, is 
considered definite—although, of course, it may be 


From the Section of Clinical Pathology, Mayo Clinic and Mayo 
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The amount of heparinized blood needed 
during an intracardiac operation ranges from 
6 half-liter units for small patients to 9 units 
for large patients; in addition, from 1 to 4 
units of citrated blood must be on hand for 
supportive use after the period of heparin 
administration has been terminated by pro- 
tamine administration. Experience has shown 
that ordinary blood from the blood banks is 
satisfactory for citration, but the heparinized 
blood must be fresh. It is collected on the 
morning of the operation by running 470 ml. 
of blood into a silicone-coated vacuum bot- 
tle containing 1,500 U. S. P. units of heparin 
in 30 ml. of saline solution. Before the by- 
pass is instituted, the patient also receives 
by direct intravenous injection 1,500 U. S. P. 
units (approximately 15 mg.) of heparin per 
500 ml. of blood volume. Throughout the 
operation there is continual calculation of 
blood loss and replacement. Experience has 
made it possible gradually to eliminate many 
tests, such as plasma hemoglobin determina- 
tions, that formerly were made repeatedly 
during the period of heparinization. The large 
amounts of blood required make it necessary 
to plan months ahead, and the crossmatch- 
ing for a given patient is done two or three 
days before the expected date of operation. 
This program should be the primary concern 
of experienced, trained clinical pathologists 
and can develop a spirit of cooperation in 
all concerned, including the professional 
donors. 


altered at the last minute owing to changes in the 
patient's clinical course, transportation, or will. In 
such event a substitution is made, if feasible. 

Copies of the accepted schedules and substitu- 
tions are distributed widely throughout the clinic: 
Within the laboratory system alone they go to the 
bulletin boards of the clinical pathology laboratory, 
to the clinic blood bank, to the hospital blood bank, 
to the typing and grouping laboratory of the clinic, 
and to the hospital laboratories. 

Since the tentative three-month schedule fre- 
quently is based on groupings done elsewhere that 
sometimes are at variance with our own, the pa- 
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tient’s blood is grouped and typed here a few days 
before the date set for operation. The grouping is 
performed as a slide test and read with the unaided 
eye. Both cells and serum are examined, and the 
grouping is determined independently by two work- 
ers. The Rh determination also is made as a slide 
test, and the blood is considered Rh-positive if its 
cells react against Rh, antiserum. When results are 
doubtful, tube tests are performed. 


Calculation of Blood Needs 


Necessity for Heparinization.—A& major problem 
is that the machine requires blood collected in a 
minimum of anticoagulant solution. The usual 120 
ml. of A. C. D. solution per unit of blood is too 
much; the amount of citrate in the solution may 
produce fatal hypocalcemia. Therefore, blood must 
be collected in heparin solution, of which 30 ml. 
of 0.9% sodium chloride solution containing 1,500 
U. S. P. units of heparin is used per unit of blood. 
The bottles are siliconized. One period during the 

- surgical procedure, designated as the “hepariniza- 
tion period,” includes the time the patient is under- 
going bypass and also the time required for exami- 
nation, connection of cannulas, observation of 
results, and so on, extending to the time of prota- 
mine administration. During this period only hepa- 
rinized blood is administered. Because heparinized 
blood must be fresh when used, the actual amount 
needed for each patient must be calculated fairly 
closely. 

Separate Factors.—The quantity is derived from 
three sources: the amount of blood needed for the 
machine and flow lines; the amount of blood 
needed for transfusion from the machine during 
bypass; and the amount of blood needed by the 
anesthesiologist for transfusion during those brief 
parts of the period of heparinization before and 
after bypass. 

1. For Machine and Cannulas: The oxygenation 
system of the Gibbon-type machine is a series of 
screens, of which the number used is varied in pro- 
portion to the calculated oxygen needs of the pa- 
tient. Nomograms based on the patient's height, 
weight, and surface area characteristics indicate 
the blood flow required, which determines the num- 
ber of oxygenator screens needed; and from that 
the amount of blood necessary to cover the screens 
and to fill the flow lines and reservoirs is figured. 
As an example, for a tiny patient with a surface 
area of 0.2 to 0.24 sq. m., three screens are needed; 
therefore, the machine and flow lines require 2 
liters of blood. 

2. For Transfusion from Machine During Bypass: 
For the same patient, an extra 500 ml. of blood is 
kept in the reservoirs of the machine for transfu- 
sions from the machine during bypass. For any 

patient whose surface exceeds 0.24 sq. m., 2 units 


of blood are kept in the wells. 
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3. For Transfusion During Heparinization Period 
but Off Bypass: One unit of heparinized blood is 
reserved for transfusion before and after bypass in 
all cases. 

Totals and General Considerations.—In sum then, 
for a patient of 0.2 to 0.24 sq. m. surface area, a 
total of 6 units of heparinized blood is required. 
At the other extreme, a patient of 2 sq. m. or more 
requires 14 oxygenator screens for proper oxygena- 
tion, and thus 6 units of blood for the machine and 
cannulas, another 2 for transfusion from the ma- 
chine, and 1 for off-bypass transfusion as men- 
tioned, making a total requirement of 9 units of 
heparinized blood. With increasing experience, the 
needs for heparinized blood have constantly de- 
creased, but this range of 6 to 9 units is considered 
to be the minimum at the moment. 

However, additional blood must be on hand for 
supportive use after the heparinization period. Cit- 
rated blood is used for this purpose. For the tiny 
patient of 0.2 to 0.24 sq. m. surface area, 1 unit is 
reserved for this purpose; for the other extreme of 
2 sq. m. of surface area, 4 units are kept on hand. 
The belief governing the use of citrated blood has 
undergone a change with time. Early in the course 
of experience with open-heart operations at the 
clinic, it was thought necessary to utilize freshly 
collected citrated blood. Gradually, however, 
slightly older blood was used without mishap—at 
first an occasional unit, then more and more, so that 
5-day-old and then 10-day-old citrated blood was 
found to be satisfactory. Now ordinary bank blood 
has been found entirely acceptable for this purpose. 


Crossmatching 


Two or three days prior to the expected date of 
operation, 20 ml. of blood is withdrawn from the 
patient for crossmatching. An appropriate number 
of donors are given appointments to present them- 
selves at the blood bank on the day preceding 
operation. We have considered it wise to schedule 
an extra donor for each case, because one might 
fail to appear. (After the need for heparinized 
blood has been met, blood from any additional 
donors is collected in A. C. D. solution.) 

From each donor 5 ml. of blood is withdrawn for 
crossmatching with that of the patient, for a Vene- 
real Disease Research Laboratory (VDRL) slide 
test, and for hemoglobin determination. Major and 
minor crossmatches are then carried out between 
blood of the patient and of each donor at three 
temperatures: 11, 25, and 37 C. Likewise, auto- 
agglutinin tests are performed on all bloods at these 
temperatures. No crossmatching between donors 
has been done, and in more than 400 operations 
performed with utilization of the Gibbon-type 
pump-oxygenator no problems have arisen from 
interdonor incompatibility. 
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If, prior to operation, the blood of any donor is 
found incompatible, a substitution is made from a 
list compiled for this purpose and the donor is in- 
formed that he need not appear. This situation has 
arisen twice. 


Blood Collection 


The donors return for phlebotomy between 7:00 
and 7:30 a. m. on the day of operation. This is 
carried out in the usual way: from each donor 470 
ml. of blood is drawn through a 17-gauge dispos- 
able needle and disposable polyethylene tubing 
into a silicone-coated vacuum bottle containing 
1,500 U. S. P. units of heparin in 30 ml. of saline 
solution. 

The unit of blood, which may be citrated rather 
than heparinized, is collected in 120 ml. of A. C. D. 
solution (U. S. P. and N. IL. H. formula B). 

During the collection a special messenger is 
available to carry all the blood directly to the oper- 
ating room wherein the operation is to be per- 
formed. This requires 10 to 15 minutes. On arrival 
there, the bottles of heparinized blood are placed 
in a water bath at 37 C to prevent cooling until 
they are ready to be used by the machine. Of 
course the blood should never be heated to a higher 
temperature. (Citrated blood never is placed in the 
water bath.) As soon as the machine has been com- 
pletely assembled and the thoracotomy performed, 
the heparinized blood is emptied gently into the 
screen-filtered receptacle of the oxygenator ma- 
chine. 


Management of Blood Characteristics and Balance 
in Patient During Operation 


Prevention of Osmotic Disorders.—The 30 ml. of 
saline solution included with each unit of hepa- 
rinized blood filling the machine and otherwise in 
readiness—a total of 180 to 270 ml. of saline solution 
in the 6 to 9 units required—is a minimum irreduci- 
ble at this time. A real danger would be present 
should this fluid leave the vascular system. For 
example, the resulting relatively small change in 
osmotic pressure may produce a fatal degree of 
pulmonary edema. In order to prevent this, con- 
centrated (25%) salt-poor human serum albumin 
(generously supplied by the American Red Cross ) 
is poured along with the blood into the machine's 
receptacle at the rate of 1 ml. of albumin to each 
4 ml. of saline solution. 

Recovery from Unused Tubing.—The machine 
utilizes teflon tubing of 0.5-in. caliber for all the 
major flow lines, and a tube of smaller bore is used 
in the coronary sinus suction system. Since, there- 
fore, the cannulas themselves hold a considerable 
quantity of blood, the contents of any excess tub- 
ing removed in the process of attaching the ma- 
chine’s vessels to those of the patient are carefully 
emptied into the machine's reservoir. 
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Injection of Heparin.—Theoretically, prior to in- 
stitution of bypass the patient should be given 
intravenously enough heparin to match that used 
by the machine—that is, 1,500 U. S. P. units (approx- 
imately 15 mg.) per 500 cc. of blood volume. In 
actual practice the dosage is 3 mg. per kilogram of 
body weight. Half of this is given intravenously 
three minutes before the arterial cannulas are in- 
serted and the other half when the two vena caval 
cannulas are inserted. 

Maintenance of Balance.—Throughout the oper- 
ation there is continual calculation of blood loss 
and replacement; in fact, a blood balance sheet is 
kept for this accounting. The blood lost to suction 
and that removed for tests are measured directly. 
All gauze and toweling are weighed, dry and wet, 
and their blood content calculated. The blood in 
the operative field is estimated. From these data is 
figured the net blood loss, which is tallied against 
net blood supplied; and thus the balance is deter- 
mined. In order to waste as little as possible of the 
heparinized blood on hand, this balance is made up 
during the period of heparinization by transfusion 
from the machine. When feasible, the patient is 
weighed before and after operation as accurately 
as possible to check on blood loss. These weights 
are tabulated also. When the patient’s blood bal- 
ance has been evened at the end of perfusion, the 
cannulas are removed and 3 mg. of protamine per 
kilogram of body weight is injected intravenously. 

Blood for examination of plasma hemoglobin is 
drawn from the machine after disconnection in 
order to ascertain whether trauma to blood has 
been excessive. Results of these determinations 
have always been less than 40 mg. per 100 ml., the 
lower limits of accurate determination by the 
method of testing. (The method used is simple, 
rapid, and direct, and although rough it has been 
found to yield consistent results: A mixture of 2 ml. 
of plasma and 8 ml. of isotonic sodium chloride 
solution is read directly in a photelometer, with use 
of distilled water as a control. The reading is then 
compared with a table based on chemical determi- 
nations. Readings of less than 40 mg. per 100 ml. 
have been found in normal individuals.) The oper- 
ative wound is then closed and the patient is re- 
turned to a special postoperative recovery unit in 
the hospital. The heparinized blood remaining in 
the machine is discarded. 

Tests Made.—During the early experience with 
open-heart surgery with use of extracorporeal cir- 
culation, many more laboratory tests were made 
than are carried out at present. These discontinued 
tests and the number of times they were originally 
performed during perfusion are as follows: plasma 
hemoglobin determination, seven; cell volume de- 
termination (hematocrit), six; bilirubin (both di- 
rect and indirect), three; sodium, potassium, chlo- 
ride, and carbon dioxide, four; urea and creatinine, 
four; total proteins, with albumin and globulin dif- 
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ferential, five; hemoglobin, red blood cell, white 
blood cell, and platelet counts, four. Clotting time 
was determined with great frequency. Obviously 
these tests were carried out at the beginning be- 
cause so much of what was happening to various 
blood factors during perfusion was unknown. As 
experience has been gained, tests have been dis- 
continued one by one, until now only the examina- 
tion of plasma hemoglobin at the end of perfusion 
remains a routine procedure, as a check on hemoly- 
sis within the system. 
Comment 

We have attempted to eliminate every frill of 
testing and every type of unnecessary test so that 
we can concentrate on the essential tests in order 
to provide proper blood for the patient. Perhaps 
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the key to the whole process is the fact that the 
procurement of blood for these and ali other op- 
erations is the primary concern of experienced, 
trained clinical pathologists and is not left to tech- 
nicians and nonprofessional personnel or those who 
procure blood as a sideline. 

Although we do not wish to imply that all of the 
problems concerned with this intricate and involved 
procedure have been solved, we do feel that we 
have, for the moment at least, a practical solution 
to the problems presented to our blood bank. It is 
of interest to note in closing that in the experience 
with over 400 operations with the pump-oxygenator 
performed as of this writing, not a single donor has 
failed to keep his early-morning appointment at the 
blood bank. 


RESISTANCE AND 


The introduction of the purified glycosides has 
made available drugs that are standardized by 
weight and are of uniform potency. This standard- 
ization has popularized fixed dosage schedules both 
for digitalization and for maintenance therapy. 
Quantitative formulas have been proposed to pre- 
dict digitalis requirements. These formulas are 
either based on the patient’s weight or derived 
from statistical studies of the average requirements 
for large groups of cardiac patients. Even a single- 
dose technique for achieving digitalization has been 
advocated. Average dose formulas, as well as other 
dogmatic oversimplifications in prescriptions of digi- 
talis drugs, disregard biological variability. Since 
individual requirements are unpredictable, single- 
dose methods of digitalization constitute a distinct 
hazard for the patient. At the present stage of our 
knowledge, clinical practice demands that digitalis 
be administered in divided doses. In effect, the 
process of digitalization constitutes a biological 
titration, during which the dose which will achieve 
the maximum therapeutic action is determined.’ 
The wide variability in digitalis dosage require- 
ments is not generally appreciated. For example, in 
some patients a so-called digitalizing dose may 
prove inadequate for daily maintenance therapy, 
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SENSITIVITY TO DIGITALIS 
Louis C. Craig, M.D., Bernard Lown, M.D. 
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The average doses of digitalis required 
for the initial digitalization and subsequent 
maintenance of the heart patient are well 
known, but the averages do not indicate the 
range of individual differences encountered 
from one patient to another. Resistance to 
digitalis, and to the glycosides derived from 
it, is illustrated by the histories of four pa- 
tients. It is sometimes impossible to give 
enough digitalis to slow down a tachycardia 
without inducing nausea, vomiting, pulsus 
bigeminus, or other signs of intoxication. 
Extreme sensitivity to digitalis is illustrated 
by the histories of three patients who ex- 
hibited intoxication with amounts of digitalis 
generally regarded as safe and usually given 
with impunity. Such sensitiveness has been 
seen after digitalis leaf, digoxin, digitoxin, 
and acetylstrophanthin. Awareness of the 
range of digitalis tolerance is essential if 
digitalis is to be used safely and effectively. 
Single-dose methods are hazardous. Digitalis 
should be given in divided doses, and the 
process of digitalization should be thought 
of as an individual biological titration. 


_ 
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while in others a so-called daily maintenance dose impaired gastrointestinal absorption, because 
may prove excessive for initial digitalization. The parenteral administration did not enhance drug 
object of this report is to illustrate the extremes action. Thyrotoxicosis was presumably not a factor; 
in digitalis requirements and to explore some of the thyroid function studies were normal. 
factors which determine the variability in cardiac Two questions are raised concerning the decisive 
responsiveness. For this purpose seven patients tolerance for digitalis exhibited by this patient. 
have been selected for presentation out of a con- First, why did 1:1 conduction persist and atrioven- 
siderable number who have displayed similar tricular block result only after inordinately large 
features. doses—and even then the conduction defect was 
Resistance to Digitalis never greater than 2:1? Second, why did not digi- 
The patients in this group showed little response siste atzio 
the ve cular ay he a re- 
as well as some of the predisposing factors. 
early effect of digitalis, produced with a small dose, 
Case 1.—A 58-year-old man was hospitalized because of and it may be annulled with atropine. If vagus 
a ventricular rate of 240 beats per minute resulting from te cheat of the dean is 
atrial flutter with 1:1 response. The first day he received 7 
1.4 mg. of digitoxin intravenously and 0.6 Gm. of digitalis necessary for direct action of digitalis in prolonging 
leaf orally without effect. During the following week an the refractoriness of the atrioventricular conduction 
additional 4.6 Gm. of digitalis leaf was given. This slowed svstem 
the ventricular rate to 118 beats per minute. Sinus rhythm The absence of digitalis intoxication may have 
was restored with quinidine. X-ray studies after reversion cle. The 
showed no cardiomegaly. een c ue to the state of the heart musc €. ne 
A year later 1:1 flutter recurred with a ventricular rate of capacity to withstand large doses of digitalis de- 
212 beats per minute. A total of 3.3 mg. of digitoxin given pends on the structural integrity of the myo- 
intravenously over a period of 60 hours was required to cardium.' When the heart is diseased, even small 
produce 2:1 atrioventricular block. Over the following 10 
amounts may favor ventricular ectopic activity; 
days an average of 0.6 mg. of digitoxin per day (range 0.4- : e ’ 
0.8 mg.) was necessary to prevent ventricular acceleration. conversely, when the heart muscle is normal, over- 
Reversion was again achieved with large doses of quinidine. whelming doses may fail to produce such 
He then = therapy. arrhythmias. There was no evidence of significant 
A third episode of atrial flutter wit a 1:1 response and a organic heart disease in this patient. 
ventricular rate of 190 beats per minute occurred one and a 
half years later. Maintenance therapy with digitalis had been Case 2.—A 39-year-old woman with atrial fibrillation, a 
continued in the interval between paroxysms. Eleven milli- history of multiple cerebral embolic episodes, and resistant 
grams of digoxin and 1.8 Gm. of digitalis leaf were required congestive heart failure was admitted for mitral valvulo- 
to control the ventricular rate during a 12-day period until plasty. During surgery she developed a cerebral embolus and 
a normal sinus mechanism was restored with quinidine. Half did not regain consciousness. Shortly after the operation she 
of the digoxin was given by the intravenous route. The developed atrial flutter with an atrial rate of 350 beats per 
ventricular rate was never less than 90 beats per minute. At minute and a 2:1 ventricular response. Her temperature was 
no time were subjective manifestations of digitalis intoxica- 104 F (40 C). She was on maintenance therapy with digi- 
tion present. The patient has remained well for six years toxin, and an additional dose of 0.5 mg. of digoxin was 
after this last episode and has been continued on a daily given intravenously without effect. Since her state of digi- 
maintenance dose of 0.1 Gm. of digitalis leaf. talization was uncertain, a digitalis tolerance test was carried 
In this patient massive doses of digitalis failed out. Within 40 minutes after she received 2.4 mg. of 
on acetylstrophanthidin given intravenously, atrial fibrillation 
wes with a slow ventricular rate was restored. She continued to 
tion, or control satisfactorily the ventricu wall rate. have a high fever, and she died the next day. A postmortem 
These large doses, however, slowed the ventricular examination revealed a basilar artery embolus with softening 
rate sufficiently to permit a safer administration of of the internal capsule and infarction of the pons. 
uinidine. With the second episode of flutter, he ; ears . 
oe a ae Prior to surgery, 0.1 mg. of digitoxin daily suf- 
received 9.3 mg. of digitoxin in 13 days. The dis- 
ficed to maintain a slow ventricular rate. With the 
sipation of this preparation requires about three emergence of atrial flutter a large additional intra 
weeks. He was therefore under the influence of an f “th i th 
sufficed to produce digitalization in five or even usual digitalizing dose of acety a ianthidin was 
six individual patients. Despite these large quanti- required to reestablish atrial fi rillation. This a 
ties, he exhibited none of the stigmata of digitalis tient again demonstrates the resistance to digitalis 
overdosage. The resistance to digitalis was not con- which may be encountered in the presence of atrial 
ditioned by the type of medicament employed; he flutter. Two more factors may have been operative. 
was equally unresponsive to digitalis leaf, digitoxin, The requirements of digitalis increase with febrile 
and digoxin. The resistance was not occasioned by reactions.’ It is our impression that more digitalis 
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frequently is necessary to control a cardiac arrhyth- 
mia occurring in association with a cerebrovascular 
accident. 

Case 3.—A 35-year-old woman with congestive heart 
failure due to mitral stenosis had been maintained on 0.1 
Gm. of digitalis leaf daily for three years. Within 24 hours 
after a successful mitral valvuloplasty, atrial fibrillation de- 
veloped for the first time. The ventricular rate varied around 
175 beats per minute. This rapid rate was not affected by 
supplementation of the daily maintenance dose with 1.0 mg. 
of intravenous digoxin on two successive days. Digitoxin in 
an amount of 0.3 mg. per day for three days was also with- 
out effect. The rate was finally lowered to 105 per minute 
after an additional dose of 1.2 mg. of digitoxin was given in 
the course of three days. She required a maintenance dose 
of 0.3 mg. of digitoxin daily. On the 14th day after opera- 
tion sinus rhythm was spontaneously reestablished. There- 
after, 0.1 mg. of digitoxin proved adequate. During the two 
weeks after operation the blood urea nitrogen level, hema- 
tocrit, and serum electrolytes remained unaltered. 


When a digitalized patient develops atrial fibril- 
lation, it is frequently necessary to increase the 
dose of digitalis. This is especially true when atrial 
fibrillation begins after mitral valve surgery. The 
need for increased digitalis dosage may be due to 
the fact that many patients with a normal sinus 
mechanism are incompletely digitalized. In the 
presence of atrial fibrillation, the ventricular rate 
serves as a sensitive indicator of the state of cardiac 
compensation. The rate does not constitute an index 
when sinus rhythm prevails. Thus, if a patient is 
under-digitalized, ventricular acceleration would 
ensue with the development of atrial fibrillation. It 
is also possible that the factors responsible for atrial 
fibrillation burden the cardiac reserve, increase the 
degree of decompensation, and thus raise digitalis 
requirements. These explanations do not account 
for the resistance to digitalis encountered occasion- 
ally after mitral valvuloplasty. After surgery in pa- 
tients who have established fibrillation, the ventric- 
ular rate may be more rapid and not yield as well 
to digitalis therapy. In these instances a number of 
factors may be implicated, including trauma to 
heart muscle during surgery, febrile reaction, pul- 
monary atelectasis and inflammation, deranged 
electrolytes and water distribution, cerebral anoxia, 
and perhaps even the elaboration of adrenal cor- 
tical steroids that compete biologically with the 
group of digitalis steroids. 

Case 4.—A 42-year-old woman with mitral stenosis, mitral 
insufficiency, aortic insufficiency, and moderately severe 
essential hypertension redeveloped cardiac decompensation 
three years after undergoing mitral valvuloplasty. Atrial 
fibrillation had been present for four years. Though she re- 
ceived 0.2 Gm. and 0.3 Gm. of digitalis leaf on alternate 
days, her ventricular rate was 120 to 130 beats per minute. 
Comparable amounts of orally given digitoxin were without 
effect in lowering the heart rate. When, in addition to 
maintenance doses of digitalis, 6.5 mg. of digoxin was given 
orally over a period of five days, gastrointestinal upset was 
produced without material rate reduction. A dose of 0.3 mg. 
of acetylstrophanthidin given intravenously resulted in slow- 
ing of the rate to 88 beats per minute, but bigeminal rhythm 
developed. On two occasions when she was without digitalis 
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for two days, 0.5 mg. of intramuscularly administered 
digoxin slowed the rate to 85 beats per minute. This was 
accompanied by nausea and vomiting. There was no evidence 
of active rheumatic carditis. Acute phase reactants were 
negative. Hydrocortisone given intravenously did not render 
the rate more susceptible to slowing by digitalis. She sweated 
frequently, ran a low-grade fever, felt flushed, and tolerated 
hot weather poorly. However, the thyroid gland was nof 
enlarged, the radioiodine uptake was 25%, the basal meta- 
bolic rate was +16%, and the serum protein-bound iodine 
level was 6.4 mcg. per 100 cc. 


The heart rate was not slowed by supplementa- 
tion of the large daily maintenance dose of digitalis 
with orally given digoxin (Lanoxin). The amount 
of additional digoxin would have sufficed to accom- 
plish fully digitalization in a patient with cardiac 
disease who had never received digitalis. Gastroin- 
testinal upset precluded administration of still 
larger doses of the drug. On three occasions much 
smaller doses of parenterally administered digitalis 
produced slowing of the heart rate. These were ac- 
companied by either subjective or objective mani- 
festations of overdosage of digitalis. The reason for 
the greater effectiveness of the parenteral route is 
that the orally administered drug may not have 
reached the heart. This may have been due to either 
impaired gastrointestinal absorption or more com- 
plete hepatic inactivation. Studies with radioactive 
digitoxin have demonstrated that the liver is the 
main organ concerned with its detoxification.* In- 
gested digitalis presents a higher concentration to 
the liver than with the parenterally administered 
drug, thus permitting hepatic inactivation with a 
lesser fraction of the active principle reaching the 
heart. 

Sensitivity to Digitalis 

In the category of sensitivity to digitalis, selected 
patients are considered who exhibited intoxication 
with amounts of digitalis generally regarded as safe 
and usually given with impunity. 

Case 5.—A 66-year-old woman with multivalvular rheu- 
matic disease was hospitalized because of cardiac arrhythmia 
and increasing heart failure. An increase in digitoxin dose to 
0.3 mg. for one day resulted in nausea, vomiting, palpitation, 
and increasing shortness of breath. On admission to the 
hospital she showed cachexia and was critically ill. There 
was marked cardiomegaly with evidence of heart failure on 
both right and left sides. The cardiac rate was 44 beats per 
minute; it was regular, with variable intensity of the apical 
first sound. Electrocardiograms confirmed the presence of 
complete heart block but demonstrated in addition an atrial 
tachycardia with a rate of 186 beats per minute. Administra- 
tion of procainamide hydrochloride and potassium, as well 
as withdrawal of digitalis, resulted in slow resolution of the 
arrhythmia. 

For 13 days she received no digitalis. During this time 
she developed atrial fibrillation. Redigitalization with oral 
administration of 1.0 mg. of digoxin given in fractional doses 
in the course of a single day caused recurrence of nausea 
and vomiting. Digitalization was therefore halted and main- 
tenance therapy initiated with a dose of 0.25 mg. of digoxin 
daily. The frequent complaint of gastrointestinal upset 
caused numerous alterations in digitalis dosage. There was a 
progressively increasing intolerance to digitalis medication. 
Even 0.25 mg. of digoxin every third day provoked nodal 
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rhythm and bigeminy with multiform ventricular beats. A 
number of physicians believed that the various manifesta- 
tions ascribable to digitalis were, in fact, due to advancing 
decompensation underdigitalization. Therefore an 
acetylstrophanthidin tolerance test was carried out. At the 
time of the test she had had no digoxin for 10 days. The 
underlying rhythm was atrial flutter. Within five minutes 
after the first increment of 0.15 mg. of acetylstrophanthidin, 
bigeminal rhythm developed. This dose is but a small frac- 
tion of the amount usually necessary to initiate digitalization. 
Since the development of bigeminy may have been fortui- 
tous, the test was repeated nine days later. At this time she 
had received no digitalis medication for 19 days. Again 
bigeminal rhythm recurred after 0.15 mg. of acetylstrophan- 
thidin was administered. 


When the digitalis dose was increased for one 
day severe intoxication occurred which lasted for 
four days, notwithstanding the administration of 
potassium and procainamide.* Thereafter, the sen- 
sitivity to digitalis was such that effective therapy 
could no longer be carried out. Even a single dose 
of 0.25 mg. of digoxin every two or three days was 
not tolerated. This sensitivity was not limited to 
orally administered digoxin but also was apparent 
and even more striking after intravenous adminis- 
tration of acetylstrophanthidin. 

What was the basis for the marked sensitivity to 
digitalis? The most likely explanation is that the 
severe heart disease caused the digitalis intoler- 
ance. However, in this case increased sensitivity 
developed abruptly after the episode of digitalis 
intoxication. Prior to this, the patient had received 
0.2 mg. of digitoxin in daily doses for a year with- 
out untoward effect. It is possible that an overdose 
of digitalis, in the presence of advanced heart dis- 
ease, induced permanent biochemical damage to 
the myocardium. Digitalis in overdose causes loss 
of potassium from the heart muscle.’ Such loss may 
not be restored when the myocardium is continu- 
ously subjected to anoxia, even when the agent 
initiating the depletion is withdrawn. A deficit of 
myocardial potassium would result in an aug- 
mented sensitivity to digitalis.’ 

An alternate explanation is that digitalis was 
present in the body during the final episode of ill- 
ness, which lasted four months. Digitoxin is gener- 
ally thought to persist in the body for three to four 
weeks. Unchanged drug has been found in the 
urine for as long as 50 days after digitoxin biosyn- 
thetically labeled with radiocarbon (C’*) has been 
given.® In dogs depleted of potassium the duration 
of toxicity resulting from acetylstrophanthidin, 
which usually remains in the body for less than 15 
minutes, was prolonged for many hours. It may be 
that in severe cardiac decompensation failure of 
digitalis detoxification by the liver prolongs its 
period of action, and this in turn maintains myo- 
cardial potassium depletion. The clinical result 
would be an extreme degree of long-lasting digitalis 
intolerance. 
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Case 6.—A 60-year-old robust man with rheumatic aortic 
valvular insufficiency and cardiomegaly, but without heart 
failure, was given maintenance doses of digitalis to prevent 
recurrences of bouts of atrial tachycardia. He was never 
digitalized with a long-acting preparation but was given a 
maintenance dose of digitoxin, 0.2 mg. four times a week. 
After several months he experienced nausea and anorexia. 
The sinus rate was 55 per minute, and he exhibited occa- 
sional ventricular premature beats. The dose was reduced, 
therefore, to 0.1 mg. per day for four and then for three 
days a week. However, he began to complain of being 
“abstracted” several times each day. He found it difficult to 
elaborate on this symptom. His associates and family ex- 
plained it as a momentary lapse of consciousness with 
transient periods of disorientation. This very sensation of 
“abstractness,” as well as cardiac standstill, was reproduced 
by brief carotid sinus massage. After digitalis therapy was 
stopped, carotid sinus stimulation evoked neither symptoms 
nor cardiac standstill. 

A patient may be ultimately digitalized by only 
a maintenance dose given daily, even though he has 
never received larger doses before. In the course of 
several weeks, enough of the drug accumulates in 
the body to produce its effect. Under these circum- 
stances this daily dose is slightly larger than the 
maintenance requirements for that particular per- 
son. In fact, digitalis intoxication can result from 
such a procedure, as occurred in the patient de- 
scribed. The sensitivity in this patient was _pri- 
marily due to increased vagal effect on the sinus 
node. It is well established that digitalis prepara- 
tions may sensitize the carotid sinus predisposing 
to syncopal attacks. As little as 3 grains (0.2 Gm.) 
of digitalis leaf may be accompanied by increased 
carotid sinus sensitivity.* In this patient, substitut- 
ing quinidine for digitalis prevented the bouts of 
rapid heart action and abolished the carotid sinus 
sensitivity. An alternate approach might have been 
the use of atropine in conjunction with digitalis. 
Since the sole reason for digitalis, however, was to 
prevent recurrence of paroxysmal atrial tachycar- 
dia, it seemed more advisable to switch to quini- 
dine rather than manipulate two medications. 


Case 7.—The patient was a 43-year-old woman with 
multivalvular heart disease—mainly aortic stenosis, atrial 
fibrillation, and cured subacute bacterial endocarditis. An 
aortic valvuloplasty resulted in objective improvement. Both 
before and after surgery frequent attacks of rapid heart 
action were not readily controlled by digitalis. Because of 
laboratory findings suggesting thyrotoxicosis, she was given 
two doses of radioactive iodine, totalling 18 mc. Ten weeks 
after receiving antithyroid medication, she was rehospitalized 
because of repetitive paroxysms of rapid ventricular rates 
ranging from 175 to 200 beats per minute. The rhythm con- 
tinued to be atrial fibrillation. Small supplements of digoxin 
controlled the arrhythmia transiently but evoked either com- 
plete heart block or bigeminal rhythm. Digoxin in a dose of 
0.25 mg. every second or third day proved excessive. The 
ventricular rate varied from 40 to 190 beats per minute. The 
protein-bound iodine level was found to be 1.2 mcg. per 
100 cc. After thyroid replacement therapy she tolerated 
0.15 mg. of digitoxin daily without manifesting arrhythmias. 
She still had heart rates up to 130 beats per minute but 
without periods of excessive bradycardia. 
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In this unusual case, atrial fibrillation with a 
rapid ventricular rate could not be controlled 
readily by digitalis without provoking digitalis in- 
toxication. The basis for the paroxysms of rapid 
heart action remains unexplained. One might have 
expected that lowering thyroid function would 
have lessened or eliminated the paroxysms. How- 
ever, this was not the case. In effect, marked sensi- 
tization to digitalis occurred, so that it could not be 
employed effectively without provoking intoxica- 
tion. Once adequate thyroid replacement was insti- 
tuted the arrhythmia could be managed more read- 
ily by digitalis therapy. 

Comment 


Determination of the optimal dose of a digitalis 
preparation for any given patient continues to be 
an important problem in the management of con- 
gestive heart failure. For a large group of patients 
a dosage response curve, as well as a dosage tox- 
icity curve, can be formulated, indicating the 
amount of drug which is most likely to produce the 
maximum therapeutic and the least toxic effect. 
However, in any particular patient, at the present 
time, accurate prediction of this dose is not pos- 
sible. Proper therapy demands awareness of the 
extremes of individual variability. The difference 
in patients who present cardiac problems may be 
very marked. This is particularly evident when 
cases 1 and 5 are compared. In the former, even 
after the patient was assumed to be fully digital- 
ized, huge additional doses resulted in therapeutic 
but no toxic action. In the latter, single doses of 
0.25 mg. of digoxin evoked toxic effects even when 
it could be assumed that the patient was not at all 
digitalized. 

In the majority of patients no such extremes are 
encountered. It is therefore possible to digitalize 
most patients with safety by means of small, prop- 
erly spaced, fractional doses. Nevertheless, the 
problem is found in the occasional patients in 
whom routine digitalization would endanger the 
ultrasensitive individual while it would not give 
therapeutic benefit to the individual with excep- 
tional resistance. 

What are some of the factors producing the ex- 
tremes in responsiveness? The key factor is the state 
of the myocardium. In the absence of heart disease 
large doses may be taken without ill-effect. This is 
well illustrated in the reports of attempted suicide 
with digitalis drugs. Bickel '® reported a suicidal 
attempt by a 36-year-old woman without heart dis- 
ease who consumed a dose of 50 mg. of digitoxin 
( Digitaline Nativelle ). The drug was in liquid form 
and was diluted with warm water. Nausea, vomit- 
ing, somnolence, resistant hiccups, visual manifesta- 
tions, and severe hypotension followed. The elec- 
trocardiogram revealed changing atrial pacemaker, 
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paroxysms of atrial flutter and fibrillation, and first 
degree heart block, the latter persisting for 11 days. 
No alterations in the ventricular complex were ob- 
served, The patient made an uneventful recovery. 
The sparing of the ventricle after massive doses of 
digitalis in the absence of heart disease has been 
also noted by others.’' When the heart is normal, 
ventricular abnormalities due to digitalis are un- 
usual, and if they occur they are of brief duration. 
In the presence of heart disease, ventricular ectopic 
rhythms are common and readily provoked by dig- 
italis. With increasing severity of heart disease, the 
margin between the therapeutic and toxic doses 
progressively decreases. At times no beneficial ac- 
tion can be obtained without toxic effects. In the 
terminal stages of decompensation, toxicity may 
precede therapeutic action and it may be impossible 
to use digitalis profitably. 

Next in importance in determining the myo- 
cardial threshold for digitalis is the state of body 
electrolyte distribution. Electrolyte and water ab- 
normalities accompany heart failure. These are due 
to both derangement in heart function and the 
therapeutic procedures in current use. While cal- 
cium plays a significant role in modifying the ac- 
tion of digitalis, in clinical practice the key ion is 
potassium. Depletion of potassium, no matter how 
produced, sensitizes the heart; under such circum- 
stances even small doses of digitalis may result in 
advanced intoxication.’ Depletion of potassium in 
animals with normal hearts lowers digitalis require- 
ments to the same degree as does cardiac decom- 
pensation in animals without potassium deficits.’ It 
may be that the reduced threshold to digitalis ob- 
served with advanced heart failure is in some meas- 
ure due to deficits of myocardial potassium. 

Sensitivity to digitalis may also be encountered 
in patients with acute myocardial infarction, acute 
cor pulmonale, and rheumatic carditis, during cal- 
cium administration and adrenal steroid therapy, in 
the presence of acute renal shutdown, in the termi- 
nal stages of uremia, after large infusions of glu- 
cose, and in the very aged. Whether the common 
denominator for digitalis sensitivity in this hetero- 
genous group is an electrolyte disturbance within 
the myocardium is uncertain at present. 

A number of factors or states tend to increase 
digitalis requirement, though this does not always 
go hand in hand with increased resistance to the 
toxic effects. Following are some of the situations: 
in the presence of thyrotoxicosis, febrile illness, my- 
ocarditis, impaired gastrointestinal absorption, or 
more rapid and complete hepatic inactivation; oc- 
casionally after valvular heart surgery; and in in- 
fants under the age of 2 years.” Other conditions in 
which resistance is thought to occur at times in- 
clude pneumonia (especially lobar ), pneumothorax, 
after pulmonary embolic episodes, in atrial fibrilla- 
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tion developing in patients with Wolff-Parkinson- 
White syndrome, in beriberi heart disease, in the 
presence of a ball-valve thrombus in the left atrium, 
and in arrhythmias resulting from metastasis to the 
myocardium. 

Awareness of the role of the above enumerated 
factors permits treading with caution when sensi- 
tivity is suspected. This helps in avoiding serious 
intoxication. When resistance is anticipated, it per- 
mits the use of digitalis with boldness to assure full 
therapeutic action. This, at times, may prove life- 
saving. 

Summary 


There is great variability in the amount of digi- 
talis necessary for optimum effect in different indi- 
viduals. In a considerable group of patients un- 
usual resistance or marked sensitivity may occur. 

The two most important factors which determine 
the responsiveness to digitalis are the state of the 
heart muscle and the electrolyte balance in the 
body. With increasing severity of cardiac decom- 
pensation, especially when this is the result of heart 
muscle insufficiency, smaller doses of digitalis will 
produce intoxication. When body potassium is de- 
pleted, enhanced sensitivity to digitalis results. The 
operation of these two factors may be the common 
underlying basis for sensitivity as well as resistance 
to digitalis under all circumstances. 

Awareness of these principles is of clinical sig- 
nificance. At times it will prevent severe digitalis 
intoxication and even fatality. At other times it will 
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enable one to attain cardiac compensation and re- 
covery when the condition might otherwise be re- 
garded as refractory to therapy. 


270 Commonwealth Ave. (16) (Dr. Levine). 
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poliomyelitis immunizations beginning at the age of 6 weeks and complet- 


M cans ANTIGEN IMMUNIZATION.—Two groups of infants received 
ing the series by the age of 10 months. One group was given the vaccine 


as a separate injection while the other received the vaccine mixed in the same syringe 
with pertussis or diphtheria-pertussis-tetanus vaccine. The responses of these infants 
to poliomyelitis vaccine were analyzed and the following general conclusions were 
reached: Poliomyelitis vaccine administered to infants as young as 6 weeks, and 
given according to the usually recommended schedule, results in a satisfactory anti- 
body response. The response to poliomyelitis vaccine mixed with pertussis and DPT 
vaccines and given as one injection is satisfactory. The combination of antigens gave 
no practical interference to development of antibodies to diphtheria and pertussis. 
There were no apparent hazards or adverse reactions associated with combined 
poliomyelitis-pertussis or poliomyelitis-DPT vaccines. There were no differences in 
poliomyelitis antibody responses following immunizations with separate and com- 
bined vaccine injection, The existence of maternal antibodies at the time of polio- 
myelitis immunization had no apparent influence on the production or persistence 
of active antibodies. These findings indicate that poliomyelitis immunization proce- 
dures can very easily be integrated into routine pediatric immunization programs, 
thereby affording the earliest possible protection.—R. Batson, M.D., A. Christie, M.D., 
B. Mazur, M.D., and J. H. Barrick, B.A., Response of the Young Infant to Polio- 
myelitis Vaccine Given Separately and Combined with Other Antigens, Pediatrics, 
January, 1958. 
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There has been some disagreement reported as 
to the reliability of Tes-Tape (strips impregnated 
with the enzyme, glucose oxidase) in the quantita- 
tive determination of urinary sugar. Results re- 
ported by Comer ' indicate that Tes-Tape had an 
over-all accuracy of 96% in the testing of 1,500 
urine samples with glucose concentrations of 0 to 
2%. Leonards,” on the other hand, found Tes-Tape 
satisfactory as a quantitative indicator only for 
testing urine containing 0.25% glucose or less. 
Urine specimens that contained 0.5% glucose or 
more were often found to give readings that were 
deceptively low. Since a rapid, easily performed, 
quantitative examination for urinary sugar is of 
obvious value to the patient, the physician, and 
the laboratory, a study was undertaken to re- 
evaluate the reliability of Tes-Tape in quantitative 
determination. Special emphasis was placed on fac- 
tors, affecting both the paper strips and the urine, 
that might lead to erroneous results. 

All tests, with the exception of one series of 
unknowns, were performed by one laboratory work- 
er and were performed exactly in accordance with 
the furnished instructions. Normal urine specimens 
that had been collected from hospital patients and 
found to be free of sugar or other abnormal con- 
stituents were used for all studies in which glucose 
concentrations were prepared. Urine samples col- 
lected from diabetic patients were used in one 
series of tests. Bacterial cultures used were isolated 
from hospitalized patients having urinary tract in- 
fections. 

Tests and Results 


Urine and distilled water solutions containing 
mannose, inulin, lactose, xylose, sucrose, fructose, 
galactose, and maltose were tested with Tes-Tape 
and gave no positive results in concentrations lower 
than 5%. Galactose gave a reading of 0.1% at the 
5% concentration, and maltose gave a reading of 
0.1% at the 10% concentration. Fructose produced 
a slight color change at 5% and at 10% concentra- 
tions. Since high concentrations of these sugars are 
not likely to be found even in abnormal urine, the 
Tes-Tape strips can be considered specific for 
glucose determination. The results of this compari- 
son of the readings obtained using the sugars 
mentioned are shown in table 1. It should be noted 
that “2% or more” is the highest concentration 
which may be determined by use of Tes-Tape. In 
all results reported, 2% should be interpreted as 
meaning 2% or more. 


From the Laboratories of the Hospital of the University of Mississippi. 


EVALUATION OF TES-TAPE AS A QUANTITATIVE INDICATOR 
Warren N. Bell, M.D. 


Emily Jumper, B.S., Jackson, Miss. 


Paper strips impregnated with an enzyme, 
glucose oxidase, can be used fo test for the 
presence, and also to estimate the concen- 
tration, of glucose in urine. The accuracy of 
such estimates was investigated by testing 
104 samples made by adding predetermined 
amounts of glucose to normal urine to give 
concentrations of 10, 5, 3, 2, 1, 0.5, 0.25, 
and 0.1%. The test discriminated correctly 
among these possibilities except in six cases, 
four 0.25% samples being misread as 0.5% 
and two 0.1% samples being misread as 
0.25%. The effects of varying the pH, of let- 
ting the urine stand at different tempera- 
tures, of contaminating it with bacteria, and 
of exposing the test strips to water, air, and 
sunlight were studied, as were the responses 
of the strips to solutions of other sugars (mal- 
tose, fructose, and galactose). The test was 
found to be specific for glucose. The enzyme 
must be protected against the destructive 
action of heat, air, and light. Used with due 
care, especially with respect to timing, the 
test discriminates reliably among the above- 
mentioned concentrations of glucose in urine 
and is a practical method for observing the 
course of clinical glycosurias. 


To evaluate Tes-Tape in quantitative determina- 
tion, 104 urine samples containing varying concen- 
trations of glucose were tested. Glucose concentra- 
tions of 10, 5, 3, 2, 1, 0.5, 0.25, and 0.1% were used. 
The two laboratory workers performing the study 


TasBLe 1.—Comparison of Results Obtained with Tes-Tape 
Used for Detection of Various Sugars in Urine* 


Concentration, % 


10 5 3 2 1 05 02 01 O01 
> 


2+ 2 2 05 0.2 O01 0 
01 = 0 0 0 0 0 0 
0 0 0 0 0 0 0 


0.2% O01 T 0 0 0 0 0 

* Mannose, inulin, lactose, sucrose, and xylose gave negative results 
in all concentrations. 

+ Values of 2 indicate 2% or more—highest reading possible with 
Tes-Tape color chart. 

: T: less than 0.1% but a definite color change. 


had previously familiarized themselves with the 
technique of the test, but the concentration of 


glucose in each urine sample was unknown to them. 
Of the 104 specimens examined, 6 were read in- 
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correctly. Four of these contained 0.25% glucose 
and were read as 0.5%. Two urine samples con- 
taining 0.1% glucose were read as 0.25%. Nine of 
the specimens examined had a glucose level of 1%, 
and of these four were recorded as containing 0.5% 
glucose and five were recorded as containing 2% 
glucose. Since the color chart provided with the 
Tes-Tape strips does not include a color standard 
for 1% glucose, these latter nine results cannot be 
considered incorrect but are inconsistent. Contrary 
to the results obtained by Leonards, in no concen- 
tration for which a color standard was provided 
was a reading made that was lower than the true 
glucose level in the urine tested. 

Variation in pH was considered as a possible 
source of error in the use of enzyme glucose oxidase 
strips. Normal urine with glucose added to give 
concentrations of 10, 5, 3, 2, 1, 0.5, 0.25, and 0.1% 
were used and the pH adjusted to pH 2 to pH 12 
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We considered the effect of growth in urine— 
due to urinary tract infections or to outside con- 
tamination of urine samples held for any length of 
time—as a source of error in the use of the enzyme 
strips. Normal urine specimens with glucose added 
to give concentrations of 10, 5, 3, 2, 1, 0.5, 0.25, 
and 0.1% were seeded with 18-hour broth cultures 
of Pseudomonas aeruginosa, Proteus vulgaris, 
Escherichia coli, Staphylococcus pyogenes var. 
aureus, and hemolytic streptococci. Duplicate tests 
were made at 37 C and 4 C, and readings were 
recorded at the end of 24, 48, and 72 hours. It was 
found that the urine specimens seeded with all 
organisms tested and incubated at 37 C gave nega- 
tive readings at the 0.1% glucose level in 24 hours. 
The strain of P. vulgaris used utilized the largest 
amount of glucose, as indicated by a reading of 
0.5% at the glucose level of 2% after 24 hours at 
37 C. The results of the tests made on urine held at 


TABLE 2.—Effects of Bacterial Contamination on Results with Tes-Tape in Urine Specimens Incubated at 37 C 


Glucose Concentration, % 


5 3 2 1 05 0.25 01 
Incubation time, hr........... “4 48 72 448 72 44 48 «72 4 7 4 «+72 4 48 72 4 48 «72 
Normal urine and 
2 2 2 2 2 @ 8 05 0.25 05 0.25 0 0.25 0.1 0 01 0 0 0 0 0 
Be CHRD ccccevescccencoue 2 2 2 2 2 2 2 2 05 05 05 025 0.25 0 0 0 0 0 0 0 0 0 0 0 
TMD sccienwcvecsasceses 2 2 2 2 2 2 2 .. 2 2 2 0.5 05 0.25 0.1 0.25 0 0 0 0 0 0 0 0 
Staph. aureus ...........00. 2 2 2 2 2 2 2 2 3 2 05 05 05 0 0 0.25 0 0 01 0 0 0 0 0 
Beta-hemolytic streptococei 2 2 2 2 2 2 3 2 32 2 2 2 05 05 05 0.25 0 0 01 0 0 0 0 0 


* Values of 2 indicate 2% or more—highest reading possible with Tes-Tape color chart. 


TABLE 3.—Effects of Bacterial Contamination on Results with Tes-Tape in Urine Specimens Incubated at 4 C 


Glucose Concentration, % 


i 3 2 1 0.5 0.25 0.1 
Incubation time, hr........... 48 72 @ 72 UM 48 «48 «72 “4 48 #72 48 «72 4 48 72 “mM 48 £72 
Normal urine and 
BO BEE cnccescousecs 2* 2 2 2 2 2 2 2 2 2 2 05 05 O05 0.25 0.25 0.25 0.1 025 0.1 O 0 0 0 
BP .. VURBREE coccccccsccscoces 2 2 2 2 2 2 2 2 2 2 2 05 05 05 05 025 01 O1 0 0 0 0 0 0 
YY ee 2 2 2 2 2 2 2 2 2 2 2 05 05 05 05 0.25 0.1 0 0.1 0 0 0 0 0 
Staph. aureus .............. 2 2 2 2 2 2 2 2 2 2 a 05 05 05 05 05 O1 025 01 O01 O1 0 0 
Beta-hemolytie streptococci 2 2 2 2 2 2 2 2 2 2 Ss § 2 2 2 05 05 05 02% 0.25 025 01 O01 O01 


* Values of 2 indicate 2% or more—highest reading possible with Tes-Tape color chart. 


for each glucose concentration. Results of tests with 
use of Tes-Tape proved the method to be accurate 
in the range of pH 4 to pH 9. At pH levels below 4 
and above 9 urine samples containing glucose con- 
centrations of 0.1% gave readings of 0.25%. It was 
found that, at each extreme of the pH range used, 
the color change appeared only in a narrow zone 
at the solvent line. As reported by Comer, ascorbic 
acid in concentrations above 0.05% was found to 
retard color formation at the 0.1% glucose level. 

We examined the effects of standing, using urine 
specimens from diabetics. These specimens con- 
tained no bacterial contamination and gave a 4+ 
reading by Benedict's method and a Tes-Tape 
reading of 2% or more. The specimens were divided 
and held for 48 hours at 37 C and at room tempera- 
ture and were tested at irregular intervals during 
this time. Standing at either temperature appeared 
to have no effect on the results of Tes-Tape de- 
termination. 


4 C showed that even at this temperature P. vul- 
garis, Ps. aeruginosa, Esch. coli, and Staph. aureus 
were capable of metabolizing enough glucose to 
give a negative reading in 48 hours at the 0.1% 
glucose level. The presence of hemolytic strepto- 
cocci did not appear to alter the readings at the 
end of 72 hours. Results of this study are shown in 
tables 2 and 3. 

The ability of the test paper to withstand various 
types of abuse was next taken into consideration. 
Tes-Tape strips moistened with tap water and ex- 
posed to circulating air at room temperature for 
24 hours were found to produce a color change 
but were inaccurate for determining varying con- 
centration of glucose solutions. Strips moistened 
with tap water and dried for three minutes at 
100 C were completely inactivated. Exposure to 
ultraviolet light for 1, 3, and 10 minutes or to direct 
sunlight for one hour did not affect the accuracy of 
readings at various glucose levels. Exposure to 
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direct sunlight for periods longer than one hour 
produces a gradual decrease in the sensitivity of 
the strips. Table 4 shows the results obtained from 
this series of studies. 


Comment 


Although solutions of fructose, galactose, and 
maltose produce some color change in high concen- 
trations when tested with Tes-Tape, the strips may 
be considered specific for glucose at the sugar levels 


TABLE 4.--Results of Exposure to Environmental Factors 
Affecting Stability of Tes-Tape Strips 


Glucose Concentration, % 


10 5 3 2 1 05 O87 O1 
Tape wet with tap water 
and air-dried ........... 05 OF OF OF OF OB 
Tape wet with tap water 
and dried at 100 C for 


Exposure to ultraviolet 
light 
2 2 2 2 2 05 02 O01 
2 2 2 2 2 05 02 01 
2 2 2 2 2 05 02 
Exposure to direet sun- 
light 
2 2 2 2 2 0.25 01 
2 2 2 2 2 05 025 O01 
? 2 2 2 2 05 O01 
2 2 2 2 05 025 O01 
Dy sétenedeteseusdeds 2 2 2 2 05 05 025 T 
2 4 2 2 05 O05 O01 0 
0 0 0 0 0 


Values of 2 indicate 2% or more—highest reading possible with Tes 
Tape color chart. 
iT: less than 0.1% but a definite color change. 


found even in abnormal urines. The pH range in 
urine does not affect the accuracy of the readings 
made with Tes-Tape strips. This indicates a wide 
PH stability of the enzyme. Results of quantitative 
determinations made with use of Tes-Tape indicate 
the accuracy of the test to be 94% or higher, and 
the incorrect results were in each case higher than 
the true glucose level in the urine tested. It was 
found to be essential that the darkest zone of color 
be used in making a reading and that examination 
of the strips be made as nearly as possible at exact- 
ly one minute. Accuracy in recording results was 
found to depend to a great extent on careful timing. 
It was also found that experience in performing the 


ORTISONE AND POLYARTERITIS NODOSA.—All instances of rheumatoid 
arthritis examined at necropsy at the Mayo Clinic through 1954 were re- 
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test increased the accuracy of the results obtained. 
Standing did not appear to affect the results ob- 
tained unless the urine was contaminated. In cases 
of urinary tract infections it was found to be essen- 
tial that the urine not be allowed to stand at room 
temperature longer than was necessary before test- 
ing for urinary sugar. Urine specimens containing 
bacterial contamination were not satisfactory for 
examination if held for as long as 24 hours at 
refrigerator temperature. Bacteria which are most 
often found in urinary tract infections utilize the 
glucose in urine to the extent that negative or de- 
ceptively low results may be obtained by any 
method used for glucose determination. The Tes- 
Tape strips were found to be stable under condi- 
tions normally encountered in the laboratory if 
protected from excessive heat, wetting, and extend- 
ed exposure to direct sunlight. Since Tes-Tape 
quantitative sugar determination requires no pre- 
liminary preparation and takes only slightly over 
one minute to perform, it has a decided advantage 
over more time-consuming methods when heavily 
contaminated urine specimens are examined. 
Summary 

The use of Tes-Tape (paper strips impregnated 
with the enzyme, glucose oxidase) seems to be a 
satisfactory and practical method for the quantita- 
tive determination of urinary sugar. It is specific for 
glucose. Tes-Tape is stable in the range of pH 4 
to pH 9. Bacterial contamination reduces the 
validity of the results obtained. The enzyme- 
impregnated strips can be inactivated by heat and 
by extended exposure to direct sunlight. 

This work was supported by a grant from Eli Lilly and 
Company, Indianapolis, which furnished all materials for 
this study. 
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viewed, with special emphasis on the incidence and character of the vascular 
lesions and their relationship to the administration of cortisone. There were 52 pa- 
tients in the study. Fourteen of these had received cortisone and 38 had not. Four 
(29%) of the group of 14 treated with cortisone had generalized lesions of poly- 
arteritis nodosa, whereas none of the 38 patients who did not receive cortisone had 
such lesions. These findings suggest that, in certain susceptible patients with rheu- 
matoid arthritis, the administration of cortisone may precipitate the development of 
diffuse necrotizing arteritis. The explanation as to why this may occur in some pa- 
tients with rheumatoid arthritis treated with cortisone and apparently not in patients 
with other diseases (with the possible exception of disseminated lupus erythema- 
tosus) is not clear. . .. We found no vascular lesions specific for rheumatoid arthritis 
in this study.—J. W. Kemper, M.D., A. H. Baggenstoss, M.D., and C. H. Slocumb, 
M.D., The Relationship of Therapy with Cortisone to the Incidence of Vascular 


Lesions in Rheumatoid Arthritis, Annals of Internal Medicine, May, 1957. 
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The opinion of a physician as to the cause of 
death is written on a death certificate without men- 
tion of the background of facts substantiating the 
opinion. Sometimes haste and expediency influence 
his decision. Because of the wide range of error 
that obtains in determining the cause of death and 
in obtaining the written record of the facts under 
present certification procedure, a careful routine 
and all possible safeguards are desirable. 


Medicolegal Classificaion 


To attain a better scientific approach in deter- 
mining the actual cause of death, the medicolegal 
classification of deaths is here listed, modified from 
that of Moritz.’ Natural deaths include (1) in- 
stantaneous death, (2) sudden death (unexpected 
syncope with fatal unconsciousness or rapidly fatal 
illness with early prostration, without initial un- 
consciousness), and (3) expected death (pro- 
longed illness, prolonged coma, or expected death 
with sudden termination). Unnatural deaths in- 
clude (1) accident, (2) suicide, and (3) homicide 
(murder, with and without premeditation, or man- 
slaughter in various degrees, both justifiable and 
technical ). 

For correct classification of a death, the actual 
facts as to its underlying cause must be established. 
Some cases in which miscarriage of justice may 
occur are cited here. 


Case 1.—An indictment was drawn maintaining that a 
father “wilfully and maliciously drowned his child by hold- 
ing the mouth under the faucet until she was dead.” The 
autopsy protocol listed morphologic findings which did not 
justify the diagnosis of drowning. The chloride test for 
drowning was negative. A massive subdural hemorrhage con- 
firmed the father’s contention that the child had fallen ac- 
cidentally. An assistant medical examiner stubbornly main- 
tained, despite evidence to the contrary from his own 
protocol, that the cause of death was due to drowning alone, 
with no contributory cause. This discrepancy in interpreta- 
tion is, in fact, due to a lack of a clear understanding of 
the meaning and intent of the phrase “cause of death.” This 
phrase is not uniformly or clearly defined. 


Case 2.—A young officer was charged with murder, be- 
cause he was seen in the company of a housemaid shortly 
before she was found with a scalp wound, fracture of the 
skull, and intracranial hemorrhage. The testimony of several 
pathologists was required to free this man from the charge 
of striking a fatal blow, because the microscopic examination 
showed that the deceased person had been suffering from 
active and extensive syphilitic arteritis of the cerebral ves- 
sels with rupture and hemorrhage. 


Case 3.—A husband was suspected of killing his wife in 
an altercation overheard by neighbors. It was found that the 
cause of her death was due to an active syphilitic disease 
of the blood vessels with actual gumma, accounting for the 
massive subarachnoid hemorrhage. 


From the Department of Pathology, Albert Einstein College of 
Medicine. 


CERTIFIED CAUSE OF DEATH—ANALYSIS 
Alfred Angrist, M.D., Bronx, N. Y. 
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AND RECOMMENDATIONS 


Discrepancies in the interpretation of find- 
ings reported as causes of death have often 
had serious consequences. The following ma- 
terial must be considered: history (past and 
present), the last illness, agonal phenomena, 
and autopsy (including all gross and labora- 
tory data). Cases are cited showing that the 
omission of any one source of information 
can lead to a completely false conclusion. 
The mechanisms causing death are often mul- 
tiple, complex, and difficult to analyze; 
pathogenesis may not parallel significance. 
An appropriate single listing of causation 
may thus be impossible. Terminal undemon- 
strable physiological factors can be impor- 
tant and quite independent of demonstrable 
dramatic positive findings. Provision for cor- 
rection of certificates should be made on the 
basis of additional data. Consultation with 
an expert in certification or with a respon- 
sible authority before completion of the cer- 
tificate is recommended. This routine would 
often clarify jurisdiction at the outset, would 
give diagnoses in keeping with acceptable 
nomenclature, and would enhance the accu- 
racy of vital statistics. It would reduce tke 
danger of injustice and spare the physician 
the embarrassment and irritation that follows 
an erroneous report. 


Case 4.—A middle-aged man fell from a horse and was 
picked up dead. The basis for double indemnity seemed 
obvious, but the autopsy showed that a coronary occlusion 
was responsible for the fall and death. 


Case 5.—A middle-aged man fell from a horse, but got up 
and continued his duties. Several months later, he went into 
coma and died rapidly. A tentative clinical opinion of 
apoplexy was offered, but the autopsy showed chronic 
subdural hemorrhage, undoubtedly related to the original 
trauma. 

The consequences of discrepancies in the inter- 
pretation of findings can be serious in criminal and 
civil cases. Careful determination of the cause of 
death requires consideration of the following mate- 
rial: 1. History, including data obtained from fam- 
ily physician or medical advisor. 2. Clinical picture 
of the present illness, including symptoms, and 
laboratory data relative to the bacteriological, 
chemical, toxicological, and biopsy findings. 3. Clin- 
ical picture of agony, important in determining the 
terminal physiological mechanisms of death. In 
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New York City, visiting the scene is required of 
the medical examiner in cases of sudden death. 
Evaluation of the surroundings and confirmed state- 
ments from onlookers, friends, or relatives constitute 
important circumstantial evidence. 4. Autopsy. This 
is most important in establishing actual cause of 
death. It should include careful, complete gross 
dissection and microscopic studies and chemical, 
bacteriological, and viral data if warranted by find- 
ings and circumstances. 

Generally, the clinical opinion is entered on the 
death certificate and is based on only the first three 
sources listed. Each case requires individual con- 
sideration, with evaluation of all data compiled 
from every available source. In one instance, a 
medical examiner certified coronary arteriosclerosis 
as the cause of death after a partial autopsy. Often, 
this is an acceptable cause of death. However, in 
this instance the deceased person had a history of 
trauma to the head, with an interval suggesting 
subdural hematoma. He went into coma and died 
after a period of time during which he showed 
neurological symptoms. Had this history been avail- 
able to the medical examiner, it would have been 
clear that the head must be explored before a 
cause of death from this source could be excluded. 
Testimony subsequently demonstrated that the 
autopsy had been inadequate and that the stated 
cause of death was unjustified. 


Relation of Demonstrable and Undemonstrable and 
Natural and Unnatural Factors in 
Mechanism of Death 


In numerous cases, the cause of death is difficult 
to determine even when careful history, clinical 
observation, laboratory data, and autopsy results 
are available. Of course, the percentage of error 
increases when some or all of these data are un- 
obtainable. As revealed by autopsy procedure, the 
range of error is 10% in the hands of able clinicians 
possessing laboratory aids. This parallels the ex- 
perience of others.” The percentage of error when 
data from several of these sources, including data 
from autopsy, are not available is such as to dimin- 
ish the validity of mortality statistics based on such 
material. A recent “Select Bibliography of Studies 
Relating to Accuracy of Cause of Death Statistics” ° 
covers both precision of diagnosis and depend- 
ability of reporting procedure. 

Assumption that autopsy will invariably establish 
the exact nature of the cause of death is unwar- 
ranted. In a considerable number of cases, the 
cause cannot be established by autopsy alone; also, 
there remains a group of deaths in which autopsy 
and all other data do not prove adequate to deter- 
mine the actual cause of death. This pertains par- 
ticularly to sudden deaths of a functional nature* 
and to some instances of poisoning or obscure in- 
toxication. The gross autopsy is also often inade- 


CAUSE OF DEATH—ANGRIST 


2149 


quate in cases involving vascular and viral diseases, 
which often do not show extensive morphologic 
alteration. These examples may illustrate. 

Case 6.—A man bent over, compressed a hyperirritable 
carotid sinus in his neck, and fell dead. There is no method 
for confirming carotid sinus reflex or disproving it as a 
cause of syncope and death. 

Case 7.—A case of hypersensitivity, as death after the 
administration of a few drops of a dilute sodium thiopental 
(Pentothal) solution or of cocaine, will not yield a demon- 
strable mechanism of death at autopsy. 

Case 8.—When a patient dies as the anesthetic mask is 
being applied, before any anesthesia or other operative 
procedure is initiated, no cause of death may be found, 
even after thorough investigation by any present methods. 


Morphologic Lesion.—In most deaths where gross 
autopsy findings in the form of acceptable morpho- 
logic lesions are at hand, the immediate cause of 
death is functional or physiological. In many cases 
there may be no certain association between the 
morphologic lesion accepted as the cause and the 
actual final mechanism of death. 

This may occur in coronary cases, except in the 
instance of ruptured myocardial infarct with tam- 
ponade. While morphologic lesions of the coronary 
vessels may often indicate coronary insufficiency, 
as long as such changes were present for a con- 
siderable time before death the visible morphologic 
explanation does not really account for the death. 
Often there is no mention in the history of a 
sudden exertion that would permit acceptance of a 
sudden relative insufficiency. Very extensive disease 
of the coronary vessels may not occasion symptoms 
prior to death. At many autopsies, patients are 
found with extensive coronary disease; yet this 
finding is incidental to an independent extraneous 
mechanism as the cause of death. The presence of 
a gross infarct precludes the initial coronary oc- 
clusion giving rise to it as the only or direct cause 
of sudden death. This is true for such occlusion by 
thrombus, embolus, hemorrhage into atheroma, the 
dissecting elevation of a value-like intimal flap, or 
occlusive discharge into the lumen of grumous 
atheromatous material, if infarct changes of some 
duration are present. A fresh extension of the 
thrombus is not a common terminal mechanism. 
Occasional observation of gross myocardial infarct 
without coronary occlusion also suggests that phys- 
iological mechanisms can be very significant. 
Healed extensive myocardial infarcts so frequently 
found at autopsy also make inadequate the mere 
presence of gross infarction as an infallible cause of 
death. All other lethal mechanisms must be ex- 
cluded to give such a lesion its full significance in 
evaluating the cause of death. 

Physiological and Pathological Mechanisms.— 
Another common instance in which pathological 
findings do not explain the physiological mechan- 
isms of death is in death after lobar pneumonia. 
Impairment of function of the involved lung does 
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not usually account for the death; actually, it is 
the toxic effect on the heart and the viscera, on 
the general circulation and the peripheral vessels, 
and on the central nervous system and specialized 
centers that has greater weight. While attention 
at autopsy may be focused on the lung lesion, the 
more significant mechanism of death may be a 
subsequent complicating finding of meningitis or 
bacterial endocarditis. Many patients recover from 
the same extent and type of pneumonia when such 
complications do not ensue. 

Physiological mechanisms often kill with no 
demonstrable positive findings, and morphologic 
lesions are significant only to the extent that they 
produce lethal physiological distortion. Only when 
all other mechanisms of death can be excluded are 
morphologic lesions per se, without demonstrable 
lethal physiological mechanisms, valid as the cause 
of death. It is essential that the autopsy be com- 
plete and that the pathology found be incompatible 
with life in order to be acceptable as a cause of 
death. The familiar examples cited show that the 
terminal undemonstrable physiological component 
in the mechanism of death can be separate and in- 
dependent of the demonstrable dramatic positive 
findings. 

Death may be defined as the cessation of inte- 
grated life functions. Life depends on integration 
of the following physiological functions: ingestion, 
digestion, absorption, respiration, distribution ( cir- 
culation), integration (nervous system and endo- 
crines ), metabolism, excretion, and egestion (elim- 
ination). Death occurs if any of these functions is 
much impaired or arrested. A long period of symp- 
toms usually precedes death when impairment oc- 
curs in the three first and three last listed functions. 

Medicolegal cases are concerned with instanta- 
neous, sudden, and unexpected deaths. Disturb- 
ances in respiration, circulation, and the central 
nervous system result in deaths by asphyxia, syn- 
cope, and coma. Involved in each is the failure 
of oxygen to reach the tissues.” Moritz ‘ found that 
vascular accident was the most frequent cause of 
sudden death. 

Degree of Certainty—To overcome the confusion 
in evaluating causes of deaths, let us classify the 
main findings in the interests of exact degree of 
certainty as to the mechanisms involved. 

First, a finding occurring during life may be in- 
compatible with life. The finding may be morpho- 
logic (gross or histological), bacteriological, or 
chemical. This offers the only certain cause of 
death. For instance, a ruptured heart may be found 
at autopsy, with a massive accumulation of blood 
in the pericardium, or a heart may be found free 
in the thoracic cavity as a result of traumatic com- 
pression of the chest. There may be a lethal quan- 
tity of cyanide in the brain or a lethal quantity of 
carbon monoxide in the blood. 
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Second, a positive finding adequate to cause 
death may also be known to be compatible with 
life. After excluding other possible mechanisms of 
death, it is reasonable to infer that the positive 
finding was the cause; some physiological mecha- 
nism in addition to the morphologic distortion is 
inferred and accepted. This constitutes the largest 
group. For instance, a compound fracture of the 
tibia and pelvis may be caused by an automobile 
accident, and the patient may die with symptorns 
of shock. Further, the ordinary case of marked 
coronary sclerosis may be seen, with a few areas 
of hemorrhage deep in the papillary muscle sug- 
gesting insufficiency. In this category also is ex- 
tensive lobar pneumonia. 

Third, there may be no findings known to cause 
death. In this group, the cause often remains un- 
demonstrable, so that in immediate and sudden 
deaths circumstantial data may be of considerable 
importance. Physiological mechanisms may apply 
here exclusively. In my experience, the cause of 
instantaneous death is often not found at gross 
autopsy. Deaths caused by acidosis, alkalosis, dis- 
turbed potassium metabolism, vagal reflexes, and 
sudden cardiac decompensation leave no morpho- 
logic expression.* In this group are the hypogly- 
cemic reaction after overdosage of insulin and the 
death that follows “pleural shock” as the result of 
the introduction of a needle for a pneumothorax. 

This grouping would help an attorney or jurist 
to evaluate probability of error and to decide the 
validity of the stated cause of death, particularly 
in the second and third categories, where a basis 
for the opinion of the cause of death should be 
established. 

When multiple natural causes or both natural 
and unnatural causes, such as trauma, are involved, 
classification becomes more complex. The timing 
of the separate entities is often important. Natural 
causes arise from within the body, unnatural usu- 
ally from an external source. The following exam- 
ples illustrate this: 1. Trauma alone causing death: 
A body is mangled by a railroad train. 2. Natural 
disease alone causing death: A ruptured dissecting 
aneurysm occurs with cardiac tamponade. 3. Trau- 
ma as a minor contributory cause of death: A patient 
admitted to hospital with fractured elbow dies 
there of uremia secondary to hypertrophied pros- 
tate and ascending infection. 4. Natural disease as 
a minor contributory cause of death: A ruptured 
liver with luetic aortitis and ostial stenosis causes 
death. 5. Natural disease and trauma both signifi- 
cantly involved in the cause of death: A man de- 
velops a coronary thrombus and falls from a scaf- 
fold, with lesions of considerable extent in both 
categories. A hypertensive patient with history of 
a previous stroke falls down stairs and shows a 
fractured skull with an intracerebral hemorrhage. 
A ruptured spleen follows minimum trauma in a 
patient with chronic myelogenous leukemia. 
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Careful analysis of the unnatural causal com- 
ponent interrelations is required in medicolegal 
cases, for justice is best served if the sequence and 
interrelationship of all facts is established. 1. 
Trauma directly causing natural disease: A man 
is injured at work and develops local infection and 
then generalized sepsis. This would include, too, a 
man who is struck on the leg and, after an interval, 
develops an osteogenic sarcoma. 2. Trauma indi- 
rectly causing natural disease: An aged male frac- 
tures his femur as a result of trauma and develops 
bronchopneumonia. Included here also is the case 
of extensive multiple injuries which lead to shock, 
a fall in blood pressure, and a secondary coronary 
thrombosis. 3. Trauma aggravating preexisting nat- 
ural disease: A patient with slowly growing tumor 
of long duration shows widespread dissemination 
after trauma. An instance of melanoma or teratoma 
of testis is an example. 4. Natural disease causing 
trauma: A patient develops fleeting attacks of blind- 
ness because of brain tumor and is injured in an 
automobile ‘accident during an attack. 5. Trauma 
and natural disease unrelated (the natural disease 
may be preexisting or coincidental): -A_ breast 
tumor may be struck and the increased growth is 
found to be due to fat necrosis. Included also is 
a patient who dies of profound anemia with hemor- 
rhage from ulcer of the stomach, and lead poison- 
ing contributes to mechanism of anemia. 

In the relationship of natural and unnatural, 
such as trauma and tumor, the time factor is most 
significant. What has been said for trauma applies 
also to other conditions of unnatural cause, such 
as poisoning, asphyxia, and drowning. The analyti- 
cal approach can be used to establish the part 
played by the unnatural component to determine 
the medicolegal significance in criminal and civil 
actions. 

Problem of Definition 

“Cause of death” allows for various definitions 
and interpretations. Does the request for cause of 
death call only for the actual terminal mechanism, 
with basic disease considered contributory? Differ- 
ent death certificates in use in the United States 
request “immediate or determining cause of death,” 
“immediate proximal cause of death,” “primary 
cause of death,” and “disease causing death.” Clear 
definitions are needed of “main disease,” “basic 
disease,” “contributory cause of death,” and “com- 
plicating cause of death” (table 1). 

The United States Census Bureau, to avoid am- 
biguity, requests the “immediate” cause of death 
and the “underlying” cause of death. The first is 
defined as the last of a series of disease entities 
which contribute to death. The latter is defined as 
the disease entity which initiates the series of dis- 
ease entities resulting in death. 

In certifying a death, the physician’s answers are 
now limited to terminology acceptable to public 
health officials. His failure to adhere to specific 
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diagnostic terms as listed in the Manual of Inter- 
national Statistical Classification of Diseases, In- 
juries, and Causes of Death (Sixth Revision, World 
Health Organization, Geneva, Switzerland, 1948) 
or the Joint Cause Manual and any attempt on the 
part of the physician to qualify his diagnosis can 
cause difficulties and delays for the family, the 
undertaker, and himself. 

The prevailing concept of single underlying 
cause introduces trying and at times insurmount- 
able difficulties and requires arbitrary decisions by 
the certifying physician or the coding process. In 
chronic illness, often multiple, related, and, at 
times, unrelated heterogenous causes prevail. The 
expansion of the “disease-complex” or “associated 
cause” classification would be more applicable. 
Yet, mere expansion of the present Vital Statistics 
Instruction Manual cannot substitute for the indi- 
vidual judgment of the certifying physician per- 
sonally acquainted with the specific facts and com- 
plex ramifications of the case. 


Recommendations 


By the present procedure for obtaining medical 
information on the death certificate, all objectives 
are merged in the listing of the cause of death. In 
my opinion, a separate statement assuring that no 
crime was committed and that death was due to 
natural causes should be required. Then a separate 
parallel listing should be made of the sequence of 
the medical events preceding death and another 
separate listing of the part each pathological or 
clinical entity played in shortening the life of the 
patient. Such listings are often not similar. If not 
identical, sequence and significance cannot then 
be listed in a single order simultaneously. For the 
first listing of sequence, replies in proper order 
should be required to the question, “Which was 
the initiating disease entity, and what was the re- 
lationship in the order of their development of the 
subsequent complications or the simultaneous ex- 
isting entities?” To determine the significance of 
each entity in causing the death, so important for 
statistical purposes, the second separate listing 
should call for an answer in the order of weight 
to the question, “What are the disease entities or 
complications in order of magnitude, i. e., with- 
out which death would have been delayed the 
longest or life prolonged the most?” 

A true meaning can thus be given to “cause of 
death” .by the separation of the objectives in cer- 
tification. It is essential to make the concept of 
pathogenesis and sequence distinct from the con- 
cept of significance and actual contribution to the 
mechanism of death. The physician is helped by 
thus delimiting the definition of the phrase “cause 
of death,” and he can offer the exact information 
required and avoid confusion and error. The form 
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of the certificate on “page 2” of table 1 promotes 
this endeavor. Table 2 is an illustrative example of 
the proposed medical report. 

The average physician who is not a pathologist 
certifies relatively few deaths in his lifetime; he can 
hardly be expected to become expert in the field 
of certification. Capable physicians are often pro- 
foundly ignorant of the issues and nuances involved 
—bear witness the frequent instances of obvious 
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preferred form of listing of the diagnoses with a 
uniformity which does not now prevail. The “re- 
moval and embalming permit number” for the un- 
dertaker could be obtained at this time by the 
physician and entered on the certificate to expedite 
the removal of remains. 

It would then be unnecessary to divulge the 
cause of death to the mortician when the confi- 
dential certificate is used. The sealed confidential 


TABLE 1.—Certificate of Death by Natural Causes and Proposed Medical Report 


Pagel 


Personal Data 


Residence Place of Death 


Administrative Data 


Length of stay at place of death 


Social status 


Date and hour of death 


Date of birth 
Approximate age 
Wife or husband 
Occupation 
from 

Burial place 


Citizenship 


| hereby certify that (1 attended the deceased) 


(A staff physician attended the deceased) 
, and that the death 


(date) (date) 


(was not) 
acute or chronie poisoning, by abortion, or suddenly while in apparent health, without 


caused directly or indirectly by accident, homicide, suicide, 


care or attendance by a physician, or in any suspicious or unusual manner. 


Veteran of war of 
Father's name 
Father's birthplace or coroner. 
Mother's birthplace 
Informant’s relationship 


Signature of funeral direetor 


Burial permit number 


| further certify that the death (was) 
nicable disease listed in the Sanitary Code which required that the casket must be per- 
manently sealed betore removal from the place of death. 


Sienature 


Unless this statement can be signed, the cuse should be referred to the medical examiner 


(was not) due to commu- 


(Completed by physician) 


Removal permit no. ............ 


Place of burial 
(Completed by mortician) 


Page 2 


Telephone number 


Name Place of Death 


Factual Data 
Outstanding and pertinent facts of present illness (derived from 
symptoms, other facts of history, physical signs, laboratory data, 
or other means which serve to aid in arriving at a diagnosis). 
Autopsy findings. 


Cause of Death (Pathogenesis) 
List and group diagnosis of present ill 
ness in sequence of oceurrence (from 
standpoint of initiating entities and 
complieations) 


Date of Death 

Cause of Death (Significant) 
List diagnoses in order of significance 
und contribution to the cessation of 
life, i. e., in the order of severity, or 
lesions without which life might have 


Degree of Certainty* 

The cause of death is based on (cheek headings or delete captions 
which do not appy). 

Past history Direct clinical observation 

Present clinical findings only 

Hospital study 

Was there consensus of opinion 

Operation with or without biopsy and histological study 


Laboratory tests, as isolation of specific etioloical agent (bacterial List 


or viral) recognized serological procedure 
studies...... toxicology other tests 
Autopsy without or with confirmatory histological studies. 
Evaluate statistical significance of this case by writing whether this 
diagnosis has been established with sufficient certainty to warrant 
inclusion in analytical studies. Yes...... N 

Should this case be investigated from standpoint of contacts? 
Yes...... No 


been prolonged the longest. 


(Substitute a running and analytie nar- 
rative only if preferred) 


other independent pathological 
biochemical conditions eontributing to mechanism 
of death. 


Signature 


* May or may not appear on final blank. 


medicolegal cases certified by a physician in good 
faith on a natural death form when clearly the 
cases should have been referred immediately to the 
coroner or medical examiner. In modern society, 
with a telephone always at hand, a discussion or 
consultation should be held with an expert in cer- 
tification prior to completion of the certificate. This 
routine would clarify jurisdiction at the outset and 
thus obtain agreement on satisfactory terminology 
in keeping with acceptable nomenclature and the 


certificate for the cause of death could then be used 
with greater assurance of success. On this score, it 
should be noted that during the very first year of use 
of the sealed confidential certificate in Manhattan 
(where no one but the physician and the certifica- 
tion clerk ever saw the certified cause of death), 
there was a 10% drop in recording of arterioscle- 
rotic heart disease and a corresponding increase in 
recording of alcoholism, syphilis, cancer, and in- 
sanity on death certificates. 


Signature 

— 


Vol. 166, No. 17 
The sealed form had to be abandoned in New 
York City, because without prior consultation many 
certificates had to be rejected when finally presented 
for filing by the undertaker for burial permission 
just prior to the funeral. The sealed cause of death 
often showed trauma in the listing and other diag- 
noses with legal implications which varied from 
homicide to poisoning. The resulting last-minute 
delays in scheduled funerals made it essential to 
vary the procedure and to divulge the cause of 
death to the undertaker on an open form. He, in 
turn, then calls the certification clerk for his re- 
moval and embalming number, checking the pro- 
priety of the certification. This is archaic, for if 
there is any question about the diagnosis, the un- 
dertaker is hardly in a position to resolve it. In this 
way at least, if the diagnosis is found erroneous, 
the case can be referred to the legal authorities 
with less delay and before the body is embalmed. 
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Summary 


Certain limitations in administrative procedure in 
certification exist along with inadequacies in the 
present method of determining the cause of death. 
The interplay of forces in the cause of death often 
defies analysis or makes it most difficult. Therefore, 
consultation prior to completion of the certificate 
with an expert in certification or responsible au- 
thority is recommended, as is a revision of ad- 
ministrative procedure by separating the sequential 
from the significant to avoid ambiguity in gathering 
and recording data of the individual clinical and 
pathological entities. 

The application of a physiological classification 
of causes of death and the documentation of the 
source of the facts and the basis for the diagnosis, 
to determine the “degree of certainty,” is also ad- 
visable. An evaluation of accuracy would follow. 


Name 


Factual Data 

Outstanding and pertinent facts of present illness. 

ill 
A 65-year-old male develops urinary obstruction which requires 
relief by suprapubie cystotomy, and two weeks later a suprapubic 
prostatectomy is done, Five days after this operation, the patient 
suddenly gasps, becomes cyanotic, and dies within the hour with a 
diagnosis of pulmonary embolism. Autopsy showed no pulmonary 
embolus but a definite coronary thrombus. 


Place of Death 
Cause of Death (Pathogenesis) 
Grouped listing of diagnoses of present 


hess 


Coronary thrombosis, left anterior de- 
seending 
Prostatic hypertrophy with urinary re- 


tention 


Cause of Death (Significant) 
Diagnoses listed in order of significance 

in contributing to death 


Coronary thrombosis 
Acute pyelonephritis 


Cystotomy 
Suprapubie prostatectomy 


Pyelonepbritis, recent 


Degree of certeinty* 


Diagnoses made on what basis 
Autopsy with histological studies (check) 


Incidental and independent patholog- 


ical conditions 


General arteriosclerosis 
Nephrosclerosis 
Old healed apical tuberculosis 


fay or may not appear on final blank. 


By prior consultation, the physician would be 
spared the embarrassment and irritation that fol- 
lows such an error when the certificate is necessarily 
rejected by the certification clerk and the body is 
belatedly referred to the displeased medical ex- 
aminer or coroner. At best, a new certificate may 
be required of the physician, with all that this 
implies in loss of time and temper. 

The physician is often unaware of the implica- 
tion of his opinion expressed on the “open” certifi- 
cate when it is subsequently used as a legal instru- 
ment. As long as the certificate is admitted in 
evidence, provision should be made for evaluation 
of its accuracy. Some recommendations on this 
score have been made elsewhere.’ The basis for 
his opinion should be made available. Difficult and 
controversial problems in certification could be re- 
viewed by a board of pathologists or an impartial 
panel similar to what has been used in negligence 
litigation in New York County so successfully for 
the evaluation of medical facts and opinions." 

Above all, the accuracy of vital statistics would 
be enhanced. To achieve these objectives, the 
changes in certification procedure outlined above 
are suggested and the incorporation of improve- 
ments in the death certificate proper recommended. 


A board of pathologists or an impartial panel of 
experts to examine death certificates in difficult or 
controversial cases would increase accuracy. 


Eastchester Road and Morris Park Avenue, New York 61. 
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The accelerating pace of modern technology is 
most evident in the multitude of chemical products 
which are used in industry, on the farm, and about 
the home and its premises. A quarter of a million 
or more trade-name substances are available, and 
their number and variety increase with each suc- 
cessive year. For example, an estimated 70,000 
preparations are or have been marketed as cosmet- 
ics, a comparatively small class of chemical prod- 
ucts. It has been further calculated that as high as 
1,000-2,000 new cosmetic products appear each 
month, many of which disappear shortly thereafter.’ 

A substantial number of packaged chemicals are 
not now required by law to identify hazardous in- 
gredients on their labels or to warn users of the 
dangers of overuse or misuse. A recent survey re- 
vealed the sketchy, nonuniform, and generally in- 
adequate pattern of regulations at the state and 
national levels for informative labeling of chemical 
products.* The survey disclosed that, at the national 
level, label laws exist for drugs, pesticides, certain 
caustic and corrosive substances, and narcotics. 
There are no federal laws for the precautionary 
labeling of industrial chemicals, household chemi- 
cals, or poisons, although regulations for the pack- 
aging and labeling of dangerous chemicals and ex- 
plosives in transit by land or water or via the mails 
are issued by the Interstate Commerce Commission 
and the Post Office Department. 

State legislation is a patchwork of laws patterned 
after (a) existing federal legislation, (b) earlier but 
now superseded federal statutes, and (c) special 
laws which are often overlapping and sometimes 
even contradictory. Various types of special laws 
for chemicals are in force in the states, some of 
which have as many as five such statutes. On the 
other hand, other states have inadequate or no 
regulations. 


The Need for Precautionary Labeling 


The need for precautionary labeling of chemical 
products was first formally registered by the Amer- 
ican Medical Association in 1884 with the adoption 
of a resolution urging that Congress and the several 
state legislatures be called on to enact legislation to 
require lye to be sold as a poison and under a poi- 
son label. Later resolutions were adopted in 1910 
and 1918 urging precautionary labeling of caustic 
poisons. Through the untiring efforts of Drs. Cheva- 
lier Jackson, Charles W. Richardson, and William 
C. Woodward, a Federal Caustic Poison Act was 


Secretary, Committee on Toxicology, American Medical Association. 
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PRINCIPLES FOR,PRECAUTIONARY LABELING OF HAZARDOUS CHEMICALS 
Bernard E. Conley, Ph.D., Chicago 


A substantial number of packaged chemi- 
cals are not now required by law to identify 
hazardous ingredients on their labels or to 
warn users of the dangers of overuse or mis- 
use. The need for precautionary labeling of 
chemical products was first formally regis- 
tered by the American Medical Association 
in 1884 with the adoption of a resolution 
urging that Congress and the several state 
legislatures be called on to enact legislation 
to require lye to be sold as a poison and 
under a poison label. A broad and encom- 
passing act requiring precautionary labeling 
of hazardous substances in commercial, 
household, and industrial chemicals has now 
been drafted by the American Medical Asso- 
ciation’s Committee on Toxicology. The bill is 
intended as a model for uniform laws to re- 
quire the declaration of hazardous ingredi- 
ents and warning statements on the label 
and in the accompanying literature of chem- 
ical products. 


enacted in 1927.° State laws uniform with or gen- 
erally parallel to the federal law have since been 
enacted in 25 states. 

Despite these early expressions of organized 
sentiment for the labeling of articles with poison- 
ous ingredients, many chemical products have 
remained essentially free of federal or state label- 
ing regulations. The first state to move into this 
vacuum was California, which formulated a code 
for hazardous chemicals used in industry in 1944. 
Several states have since adopted similar standards. 
The first state and municipality to modify and ex- 
tend these standards to embrace household chemi- 
cals were New York state and the city of New 
York, which simultaneously developed amendments 
to their sanitary codes in 1954. Since then a smat- 
tering of states (Connecticut, Indiana, Kansas, 
Massachusetts, North Carolina, and Texas) have 
adopted widely varying regulations intended to 
require informative labeling of poisonous materials. 

The compelling need for fully informative label- 
ing of chemicals has been reflected in correspond- 
ence received by the American Medical Association 
after it made known its interest in this problem. 
The following excerpts from recent correspondence 
indicate the types of complaints which are preva- 
lent and the general concern for appropriate legis- 
lation. 
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A university professor writes: 


My 3-year-old child ingested the dye in question acci- 
dentally. It had been kept in a relatively safe place but due 
to the fact that it was not labeled “poison” or dangerous, 
no unusual precautions had been taken. 

The child in question is one of five in the household, 
ranging from 6 months to 7 years, and this is the first in- 
stance of such an accident. This, I think, speaks for itself as 
to the amount of precaution taken in the household. 

It may interest you to know that I contacted the company 
that manufactures the drug in search of information and can 
truthfully say that their cooperation was far from pleasant 
or effective. 

I wish to thank you for the information which you pro- 
vided me and hope, among other activities of the A. M. A. 
that a recommendation for legislation for simple measures to 
obviate such accidents in households will be considered. 


A dermatologist writes: 


I want to bring to your attention a very important matter 
as it affects the practicing dermatologist. I recently saw a 
garage worker, who does body repair work primarily, for a 
severe dermatitis affecting the hands and forearms, face, 
neck, and upper torso. He was unable to perform any work. 
As he improved, a series of patch tests were performed. 
Contact tests were done with all materials suspected of hav- 
ing solvent in them. A contact test was performed with 

. and a drop of this on his skin produced a flare of 
erythema. Twenty-four hours later there was a papulo- 
vesicular rash at the site which exactly reproduced the 
clinical dermatitis. 

Since this man earns his livelihood in the body repair busi- 
ness, he v'as most anxious to know the nature of the sub- 
stance in the remover that was causing his trouble. Natu- 
rally, he had a horror of a recurrence. I wrote to the manu- 
facturer of the metal cleaner, and enclosed is a copy of the 
reply. In fact this type of reply is so common that I do not 
write unless the patient requests it. For the most part, where 
one writes inquiring for the composition of cosmetics that 
have produced a dermatitis, and many other different kinds 
of products, as a rule we get a brush-off. Yet, I think for 
the individual mentioned above, it is vitally important for 
his own future health that he know the nature of this chem- 
ical. It might be the hydrocarbons in there, and, in turn, it 
could be something else. If he knew and his family doctor 
knew, future trouble might be prevented. 

I certainly wish your Committee success, and hope it 
will bring about a uniform labeling law. 


In response to the dermatologist’s request, the 
firm replied as follows: 


With reference to your letter of January 21, 1957, the 
product you cite is one that is being used by literally thou- 
sands of concerns, with no ill-effects such as you mention. 

However, our medical advisor states that when exposure 
to a product containing hydrocarbons does result in a con- 
dition such as described in your letter, the best means for 
relief is the discontinuance of such exposure, and that the 
authenticity of this opinion is confirmed by its precept being 
widely followed. 

Therefore, any need for furnishing formula, samples, or 
information, other than that our product is a combination 
of ingredients of which some are hydrocarbons commonly 
and widely used for the purpose indicated by the name of 
the product is, in our opinion, dissipated by the above. 


The foregoing reports are not representative of 
the attitude of the major chemical industry trade 
associations who have or are developing programs 
of precautionary labeling for their membership. 
Nevertheless, continuing complaints of this nature 
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which are reported suggest that they are represent- 
ative of the attitude of the less conscientious pur- 
veyors of these products. The experiences described 
in the above letters refute oft-repeated objections 
to precautionary labeling; namely, that trade secrets 
would be violated, that warning statements are a 
handicap, or that precautionary labeling is useless 
since small children cannot read labels. The fear 
that trade secrets are lost through label declaration 
of hazardous ingredients is ill-founded, and happily 
fewer firms now have this attitude. Experience has 
also demonstrated that warnings against misuse do 
not frighten away customers, rather they engender 
confidence that the product can be safely used if 
directions are followed. The claim that such labels 
are useless because the most frequent victims of 
poisoning are small children who cannot read the 
warnings is a spurious argument. Child poisoning 
occurs because harmful substances are easily acces- 
sible, less because of overt carelessness on the part 
of the parents than of their failure to realize that 
many familiar products are capable of harm. Label 
warnings are intended to counteract this easy famil- 
iarity which breeds carelessness in the handling and 
storage of chemical products. 

Improvement is also needed in the labeling of 
those household and commercial chemical products 
which now carry some type of precautionary label- 
ing. This was recently demonstrated at an industrial 
safety congress where a random sample of house- 
hold and commercial chemical products were pur- 
chased for display. Examination of a widely sold 
dry cleaner revealed that it was labeled in large 
letters “SAFE TO USE” “cannot be burned or 
ignited unless it is heated to beyond 110°F” and 
“No Dangerous Fumes.” However, tests on the 
product disclosed that it possessed substantial in- 
halation and flammability hazards. About 15 other 
products were similarly examined, and all of them 
were found to be wanting with regard to adequate 
or accurate label warnings. 


Development of a General Labeling Law 


Legislation to require precautionary labeling of all 
hazardous chemical products has been under con- 
sideration by the American Medical Association for 
a number of years. In 1926, a proposal for a gen- 
eral federal law to safeguard the distribution of all 
poisonous substances in interstate and foreign com- 
merce was proposed. This proposal was apparently 
set aside to assure passage of a labeling statute for 
caustic and corrosive substances. More recently, in 
1951, a resolution of the House of Delegates called 
for a general study of the problem. The Reference 
Committee on Hygiene and Public Health strongly 
endorsed this resolution and stated that the “Board 
of Trustees plans to take appropriate steps to warn 
the public and parents of young children ‘of the 
dangerous nature of household products known to 
be poisonous but not so labeled. . . .” 
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The Committee on Pesticides was called upon to 
implement this resolution. During the next two 
years it compiled information and explored _possi- 
bilities for increasing public understanding of the 
uses and limitations of household chemicals. For 
educational purposes, the Committee prepared a 
medical exhibit on accidental poisoning and a 
pamphlet depicting typical poisoning cases and 
sponsored a radio transcription “Defense Against 
Poisons” for use by local medical societies. These 
activities culminated in an exploratory meeting in 
January, 1954, a general conference in September, 
1954, on the health problems of household chemi- 
cals which led to the formation of the Committee 
on Toxicology in January, 1955. In October, 1956, 
as a result of prior conferences with industry, the 
Board of Trustees authorized this Committee to 
draft a model law for the labeling of dangerous 
household and industrial chemicals. 

In considering the provisions of a model law for 
labeling of all types of hazardous substances, the 
Committee has adopted a set of principles which 
are fair and reasonable and reflect current know!- 
edge of the toxicity of chemicals and the conditions 
under which they are employed. 

The principles are as follows: 

Coverage.—Precautionary labeling should be ap- 
plicable to all chemical products containing haz- 
ardous substances which are not now so specifically 
regulated. These include packaged chemicals in- 
tended for home, commercial, or industrial use but 
excluding substances already informatively labeled 
and subject to existing statutes such as foods and 
drugs (Federal Food, Drug, and Cosmetic Act of 
1938), economic poisons (Federal Insecticide, Fun- 
gicide, and Rodenticide Act of 1947), the caustic 
and corrosive substances in the concentrations 
specified under the Federal Caustic Poisons Act of 
1927, and state laws in basic agreement with these 
statutes. In effect, the Committee’s recommenda- 
tions are intended to supplement rather than sup- 
plant existing legislation wherever applicable and 
practical. 

The same labeling standards should apply to 
chemicals for export to foreign countries as to those 
for domestic consumption. This would obviate the 
recurring complaint that less than standard prod- 
ucts are sold to foreign purchasers. Many countries, 
especially those without specific legal requirements, 
allow merchandise to be accepted within their bor- 
ders on the basis that it complies with American 
law. Consumers of exported chemicals are entitled 
to the same protection that domestic users receive. 
Therefore, exemptions in labeling laws which allow 
a double standard for chemicals in domestic and 
foreign commerce should be scrupulously avoided. 

Toxicity Standards.—The lack of adequate stand- 
ards is a common failure of proposed legislation. 
While exact standards cannot be established when 
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accepted and applicable testing methods are lack- 
ing, regulations should be constructed to allow 
those reading the law to determine the extent to 
which it may apply to their products. 

The temptation to base toxicity standards on un- 
defined human experience should be avoided when 
no measurement of this is provided. However, the 
toxic hazard of a substance or mixture of sub- 
stances can be based on animal tests, since they 
provide a consistent and usually reliable index of 
the poisonous properties of a chemical. For the pur- 
poses of legislation, a toxic (poisonous) substance 
is tentatively defined as any material which kills 
half or more of a group of laboratory animals (rats ) 
within two weeks in a single oral dose of 5 Gm. per 
kilogram of body weight or less, or on skin contact 
for a period up to 24 hours in a concentration of 
1 Gm. per kilogram or less, or on inhalation for one 
hour or less in a concentration up to 200 mcg. per 
liter of gas, vapor, mist, or dust. 

In the determination of acute toxicity, mortality 
data should not be computed on observation peri- 
ods of less than one week and preferably over a 
two-week period, because of the possibility of 
serious errors occurring in the interpretation of the 
true inherent toxicity of compounds. Even within 
such a closely related series of compounds as the 
sulfanilamide drugs, significant differences in sur- 
vival times after lethal doses are exhibited. This is 
due to differences in solubility, the least soluble 
possessing the greatest latent toxicity. Latent tox- 
icity may not manifest itself within the usual 48- 
hour observation period, therefore a much greater 
time interval is needed for its detection. 

The term “poison” could be abandoned in view 
of the wide variation in legal and scientific defini- 
tions of the term which now exist. Most, if not all, 
of the legal definitions are based on criteria which 
many now consider to be outdated. Existing stat- 
utes either specify values varying from 5 grains 
(0.3 Gm.) to 5 Gm. as the lethal quantity for 
(adult) human life or they resort to indefinite 
terms such as “noxious” or “virulent poison.” Those 
statutes that confine the term to highly toxic com- 
pounds (LD;,—50 mg. per kilogram or less ) fail to 
include such common causes of fatal accidental 
poisoning as carbon tetrachloride and kerosene. 
Nevertheless these are dangerous chemicals, espe- 
cially to the very young who may die from as little 
as a mouthful (15 cc.) of kerosene. Finally, the 
possibility of proposed or pending litigation over 
the issue of the poisonous character of certain 
types of drug products may jeopardize the status 
of some legal definitions of this term. 

In 1916, the United States Public Health Service, 
in a review of laws and regulations relating to 
poisons and habit-forming drugs, found that a lack 
of uniformity in various state laws and a lack of a 
standard definition of poison were the two most 
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serious defects at that time.’ State narcotic laws 
uniform with the federal Harrison Narcotic Act 
have since been enacted in the various states. Re- 
grettably little improvement has become evident in 
the definition of poison over the last 40 years. 
Therefore, in lieu of a generally accepted definition 
of poison, substances capable of causing death to 
any age group are dangerous chemicals and should 
be so designated on the label. 

Strongly sensitizing chemicals, which have here- 
tofore not been considered in general labeling leg- 
islation, should be required to be identified and 
carry warning statements on their labels. The fre- 
quency and severity of the sensitization reaction 
determines whether a sensitizing material offers a 
significant potentiality for harm. An extensive der- 
matitis or other type of moderately severe disability 
occurring at a frequency of 1:10,000 would fall 
within the meaning of this definition. 

Legal precedent for the labeling of strong sensi- 
tizing chemicals may be found in the special label- 
ing requirements for paraphenylenediamine, an in- 
gredient of certain hair dye preparations. While the 
majority of legal decisions suggest that the manu- 
facturer of a product has no legal responsibility in 
either warranty or tort to the allergic plaintiff, legis- 
lation to recognize the allergic or unusually suscep- 
tible as a legally identifiable class is long overdue. 

A survey of 71 allergists and dermatologists con- 
stituting approximately 1% of the membership of 
the American College of Allergists and the Ameri- 
can Academy of Dermatology and Syphilology dis- 
closed almost unanimous support for including and 
defining this group of chemicals as a separate cate- 
gory of hazardous substances to which precaution- 
ary labeling should be applied. 

Labeling.—The labeling of hazardous substances 
should be based on the anticipated degree of dan- 
ger. Under various suggested labeling schemes 
several types of hazards (such as toxicity and flam- 
mability ) are recognized. These are identified by a 
short statement of the hazard and by appropriate 
signal words such as “poison,” “danger,” “warning,” 
and “caution” to signify progressively lessening de- 
grees of hazard. In practice, however, few persons 
are sufficiently interested or informed to analyze 
the precise shades of meaning given to the signal 
words and thereby act accordingly. 

Many users of hazardous substances are not likely 
to draw a practical distinction between “danger” 
and “poison” and even fewer are likely to appre- 
ciate the difference between “warning” and “cau- 
tion” on the label. However, the use of familiar 
symbols such as a flame for inflammable substances 
or a skull for a poisonous substance are readily 
recognized and meaningful even to the illiterate. 
The use of carefully chosen symbols in conjunction 
with the signal word “danger” for substances pre- 
senting the greatest hazard would facilitate recog- 
nition and bridge the language barrier. 
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Labeling for this group of products should in- 
clude not only the label itself but other printed and 
graphic matter accompanying the product. This per- 
mits some control of advertising, especially as it 
relates to claims for safety. The re-use of food, 
drug, or cosmetic containers still bearing original 
labels or identifiable as such by characteristic shape, 
impression, or closure as containers for hazardous 
substances should be prohibited. 


Conclusions 


Precautionary labeling of hazardous chemicals 
should not be considered as an easy panacea to the 
difficult problem of poisoning prevention. This 
problem is far too complex to be solved by such a 
simple procedure. Nevertheless warning labels and 
the declaration of hazardous ingredients form the 
keystone on which to base social remedies for in- 
creasing public awareness of hazards and encourag- 
ing careful handling and storage of the many pos- 
sibly harmful chemical products now available. 

To meet this need, a broad and encompassing 
act requiring precautionary labeling of hazardous 
substances in commercial, household, and industrial 
chemicals has been drafted by the American Medi- 
cal Association’s Committee on Toxicology. The bill 
is intended as a model for uniform laws to require 
the declaration of hazardous ingredients and warn- 
ing statements on the label and in the accompany- 
ing literature of chemical products. Widespread 
interest has been manifested in this measure, as 
evidenced by the many requests for copies of the 
bill and the opinions given on the means for initiat- 
ing legislation. At the present time, such interest 
has been registered by state and federal legisla- 
tures, state and national medical societies and 
allied health groups, state and local health depart- 
ments, and the Council on State Governments. Dis- 
tribution of the bill is presently being made. No- 
tices of intention to hold conferences for discussion 
and emendation of various legislative proposals are 
being circulated to interested parties in govern- 
ment, medicine, and industry. 
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CLINICAL NOTES 


THROMBOPHLEBITIS OF 


SUPERFICIAL ABDOMINAL VEINS 


AN UNUSUAL COMPLICATION OF INFERIOR VENA CAVA LIGATION 


Arthur N. Houston, M.D., William A. Roy, M.D. 


and 


Richard A. Faust, M.D., New Orleans 


Thrombophlebitis of the superficial abdominal 
veins is not serious nor a potenially dangerous 
complication of inferior vena cava ligation; how- 
ever, we have been unable to find a similar case 
report in a review of the recent English literature. 
We believe that this case may be related to the 
superficial thrombophlebitis of the breast and chest 
wall * often reported as Mondor’s disease, although, 
in this patient, a lower abdominal superficial throm- 
bophlebitis was present. Furthermore, there is no 
mention of prior inferior vena cava ligation in the 
reported cases related to so-called Mondor’s dis- 
ease. 

The usual complications of inferior vena cava 
ligation are of such protean nature as to be of no 
particular interest with regard to the individual 
case report. It is worthy of note that some * report 
a significant lack of postoperative complications, 
whereas others* indicate many difficulties. The 
procedure in their opinion should be done only as 
a lifesaving measure. 

This obese patient had a ligation of his inferior 
vena cava after multiple pulmonary infarcts from 
an undetermined site of origin. He had leg edema 
postoperatively and was treated with bed rest for 
two weeks and elevation of his lower extremities, 
which were wrapped with elastic bandages. Anti- 
coagulants were not given. About eight months 
postoperatively he developed phlebothrombosis of 
a single vein in the left lower quadrant of his ab- 
domen extending up to the costal margin ante- 
rolaterally. This was followed in about two weeks 
by an acute inflammatory change (thrombophle- 
bitis) in the same vein and its adjacent tributaries. 
Shortly after hospitalization it became evident that 
he was wearing his belt and pajama string tightly 
bound around the costal margin at the exact site at 
which the thrombophlebitic process began. This in 
association with his obesity predisposed toward 
venous stasis in compensatorily dilated veins. 


Report of a Case 


A 58-year-old male carpenter was injured on Sept. 27, 
1954, at which time a power saw lacerated his right thigh 
just above the patella. This injury was adequately handled 
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with minor surgical repair, and no particular difficulty 
arose until two weeks later when, while still ambulant, 
he suddenly began to have pain in the left side of his 
chest. This pain was very severe, was pleuritic in char- 
acter, and required narcotics for relief. The electrocardio- 
gram was within normal limits. After a few days, he felt 
well and remained that way until about two weeks later 
(four weeks after his injury to the thigh), when he noted 
a second onset of this pleuritic type pain in the right side 
of his chest. Several days later, he began having hemop- 
tysis. 

Physical findings observed after his second onset of 
pleuritic pain included diminished breath sounds with rales 
over the right lower posterior part of the chest. No mur- 
murs were heard and the heart was not enlarged. The 
liver and spleen were not palpable, and there were no 
peripheral signs nor any indication of thrombophlebitis or 
phlebothrombosis. X-ray of the chest showed some “pneu- 
monitis” at the base of the right lung with obliteration of 
the left costophrenic angle. Electrocardiograms at this time 
revealed abnormalities strongly suggestive of a diagnosis of 
instrinsic heart disease, but it was felt that they could also 
be associated with pulmonary infarction. The source of pos- 
sible thromboembolism was not clear, but it was felt that 
any part of the venous system or of the chambers of the 
right side of the heart was of course, a potential area of 
origin. Subsequent chest x-ray revealed the left costo- 
phrenic angle to have cleared up, but he had developed 
a definite increase in his heart size and the right diaphragm 
was noted to have increased in height, with an area of 
clouding noted to be present in the right costophrenic angle. 

The patient suffered two further attacks of chest pain 
which necessitated ligation of the inferior vena cava on Nov. 
2, 1954 (performed by Dr. Alfred B. Longacre), about five 
weeks after the minor trauma to the right thigh. The electro- 
cardiograms then showed regressive changes of the previ- 
ously noted abnormalities, and it was thought that the site 
of origin for the thromboembolism was the venous system 
peripherally rather than in the heart itself. 

The patient was treated with bed rest, elastic bandages, 
and brief periods of ambulation after about two weeks and 
he was not given anticoagulants postoperatively. He did fairly 
well over a period of months, with the exception of develop- 
ment of extreme edema of his two lower extremities. He had 
no specific trouble at any time with his right lower extremity. 
Postoperatively he maintained edema of both lower extrem- 
ities—greater on the right (side of the minor laceration). 

In early July, 1955, he noted a slow development of a 
cord-like structure in the left lower quadrant of his abdomen, 
which he likened to a “pencil mark” extending from the 
region of the costal margin downward to Poupart’s ligament. 
This progressed in size to a total of 9 in. in length and as- 
sumed grayish-green or brownish discoloration. There was a 
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palpable cord about 0.25 in. in diameter, with the discolora- 
tion about 0.5 in. in breadth. Under observation, this cord- 
like structure changed, becoming involved in an inflam- 
matory reaction in association with three of its tributaries 
in the same general vicinity. This then was associated with 
swelling, redness, and increased local heat. In addition, he 
had a low-grade temperature elevation for a short while. 
Heart and lungs were normal and blood pressure was 140/90 
mm. Hg. The electrocardiogram and chest x-ray were normal. 
The general physical examination revealed no abnormalities 
other than the presence of moderate pitting pretibial edema 
bilaterally (slightly more on the right side), unrelated left 
prepatellar bursitis (which was later interpreted as possibly 
being due to a gouty diathesis), and prostatic fluid loaded 
with pus cells. The patient gave a history of having been 
treated previously for chronic prostatitis. The sedimentation 
rate was elevated. Special blood studies by a hematologist 
revealed no evidence of blood dyscrasia. There was no evi- 
dence of any deeper abdominal symptomatology nor disease, 
and, therefore, the possibility of pancreatic pathology as a 
possible diagnosis was discarded. 

The patient was treated with absolute bed rest, anticoagu- 
lant therapy, multivitamins, prostatic massage, sulfisoxazole 
(Gantrisin) tablets, and general supportive measures while 
in the hospital for a total of 23 days. During this time, he 
wore elastic stockings up to the knees, including the toes and 
heels. He was placed on a weight-reduction diet at this time, 
with his original weight being 206 lb. (93.4 kg.). 

The acute thrombophlebitic process subsided rapidly and 
he was discharged to his home on therapy with anticoagu- 
lants and vitamins in gradually diminishing doses. Prostatic 
massage and sulfisoxazole therapy were stopped while he 
was still in the hospital. He was given a few doses of crystal- 
line trypsin (Parenzyme) (as recommended by Bowers‘) 
intramuscularly for its possible effect on decreasing the throm- 
bophlebitic process. Within several weeks after his discharge 
from the hospital, and with the utilization of the elastic 
stockings, the patient lost most of the edema of his legs and 
was seen on multiple visits in the office with either no edema 
or minimal edema of both pretibial regions. Consistently, he 
had manifested a trifle more swelling in his right lower 
extremity when edema was present. 

Within the first month out of the hospital, the patient was 
vigorously engaging in activity around his home, with no 
ill-effects. With intentional weight reduction, his weight pro- 
gressed down to 171 lb. (77.6 kg.) by January, 1956, a loss 
of 35 Ib. (15.9 kg.) in seven months. Clinical examination 
of the heart, lungs, and blood pressure revealed no abnormal- 
ities, and the patient continued to feel better with his 
weight reduction. His activity increased to where he could 
be up most of the day with only minimal edema of his lower 
extremities. He did, however, continue to complain of some 
“tired feelings” in his feet when he was up for a long time. 
He stated that he did much better with walking than with 
standing or sitting around. The cord-like thrombophlebitic 
veins in the left lower quadrant of the abdomen completely 
subsided within a period of a few months after his discharge 
from the hospital and have caused no further difficulty what- 
soever, despite his insistence on wearing a belt. As of late 
1956, this patient returned to his former occupation. 


Comment 


This case seemed worthy of reporting because of 
the unusual nature of the postoperative superficial 
thrombophlebitic process, which was thought to be 
a direct result of the ligation of the inferior vena 
cava. We felt that the constriction of his belt and 
other garments at the level of the costal margin 
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produced a stasis of blood in compensatorily di- 
lated abdominal] veins. This subsided nicely on the 
usually accepted therapy of bed rest, anticoagu- 
lants, and general supportive measures. It was 
thought at first possibly to be a result of the prosta- 
titis, which he had, but this idea was discarded 
when a red streak was seen around his entire trunk 
from the pressure of his pajama cord at the height 
of the costal margin (the exact level at which the 
thrombophlebitic process began). Aside from this 
unusual manifestation as described, we would like 
to call attention to the patient's clinical course after 
his loss of weight and utilization of elastic stocking 
support. He cooperated extremely well with regard 
to intermittent periods of rest and elevation at first; 
later these no longer were deemed necessary. 

We consider this related to Mondor’s disease, 
although those cases manifest themselves in the 
breast or chest wall with only some extension down 
to the costal margin or lower, whereas in this pa- 
tient it began apparently in the superficial epigas- 
tric or superficial iliac circumflex veins or their 
direct tributaries. It then extended from the costal 
margin down to Poupart’s ligament and did not 
manifest itself to any extent on the chest wall. How- 
ever, no mention is made in the cases of Mondor’s 
disease ' of there being any relation to a previous 
ligation of the inferior vena cava. 

With regard to inferior vena cava ligation, we 
agree with the general recommendation of the lit- 
erature that it should be performed only as a life- 
saving measure as was done in this case. It has been 
stated ** that 85 to 90% of all patients with throm- 
boembolism could be treated successfully with anti- 
coagulants and general supportive measures. With 
this we agree. The complications from ligation of 
the inferior vena cava may be severe and significant 
enough to condemn this procedure as a “routine” 
one or as mere prophylaxis against thromboem- 
bolism. 

We are truly unable to state the origin of the 
thromboembolism and, therefore, do not know that 
either leg was “involved” although the right thigh 
did receive the minor laceration and continued to 
manifest slightly more edema than the left. 


912 Union St. (12) (Dr. Faust). 
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MICROBIOPSY INSTRUMENT 


BRONCHIAL ABRASION 
Kenneth S. MacLean, M.D., New York 


The purpose of this communication is to present chuck, attached to the body by a flexible sleeve. A 


a modification and improvement of an instrument disposable part, a twisted wire-handled nylon 
previously presented,’ to further its usefulness and abrader (brush), when screwed into the chuck, can 
adaptability in obtaining material for cytological be moved from a straight line to an angle of ap- 
interpretation from the trachea, main and segmen- proximately 110 degrees to the long axis of the 
tal bronchi. body. The proximal end of the instrument, bent at 


an angle of 45 degrees, contains an actuating de- 
vice which permits the abrader to be rotated about 
the body of the instrument in either direction, 
through an angle of approximately 300 degrees. 
The position of the abrader, with relation to the 


A 


Fig. 1.—Bronchial abrasion microbiopsy instrument: A, 
flexible distal end with abrader (brush); B, actuating de- 
vice; C, insert showing flexibility of distal end. 


Description of Instrument 


The body of the instrument, as seen in figure 1, 
is made of stainless steel and is 49.0 mm. long and 


9.3 mm. in diameter, At the distal end is a screw Fig. 2.—Microbiopsy specimen positive for cancer from 
: upper lobe bronchus. Roentgenography and bronchial wash- 
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handle or body, should be determined by rotating 
the actuating device before the instrument is in- 
serted into the bronchoscope. 

Procedure 

The bronchoscopic examination is done in the 
usual way. Abrasion microbiopsy testing is in- 
dicated in all cases where there is any possibility 
of the presence of bronchogenic carcinoma. A sep- 
arate abrader should be used for each site to be 
tested, and at least one direct smear made of the 
abraded material obtained from the trachea, main 
and segmental bronchi. The specimens, fixed im- 
mediately in pure methyl alcohol or in the standard 
ether-alcohol solution, require no further process- 
ing before staining. The use of microscopic slides 
with frosted ends is recommended. These should 
be numbered prior to the examination and a paper 
clip attached or a small rubber band placed about 
each slide. — 

The bronchial abrasion microbiopsy instrument 
is presented as a new and effective additional aid 
to early diagnosis of bronchogenic carcinoma. The 
cellular material obtained with it is actually 
abraded from beneath the exfoliative level of the 
mucosa. The cells, being “alive” when detached, 
stain well (fig. 2). The material is invariably rich 
in amount and consists of not only single scattered 
cells but also clusters and groups of cells as well 
as cohesive particles of mucosa (microbiopsy speci- 
mens). This permits better differentiation of ma- 
lignant changes. 

In a case in which the test was repeated after a 
week’s interval, the only cell changes noted were 
of a mild inflammatory nature. 

Bronchogenic carcinoma is the most frequent 
cancer in men in the United States. The incidence 
is rising at an alarming degree. Despite the intense 
clinical studies and the improvement of operative 
techniques, the five-year survival rate remains de- 
plorably low. It is believed by some authorities * 
that the present rising total incidence of cancer in 


EG INJURIES IN CHILDREN.—In the examination of injured infants and young 
children up to the age of four or five years, clinical diagnosis as to site of 
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man seems contributable in large measure to pri- 
mary cancer of the lung. Cytological methods are 
proving of great value as diagnostic aids, but there 
are many obvious reasons why their application is 
limited. 

Abrasion microbiopsy testing can be quickly and 
easily done. No increased local] anesthesia is neces- 
sary. In most cases the patients are unaware that 
the particular test is being done. Occasionally, 
slight bleeding of a few minutes’ duration has been 
noted. 

Summary 


A modified and improved abrasion microbiopsy 
instrument, useful in obtaining material for cyto- 
logical interpretation from the trachea, main and 
segmental bronchi, is presented. It has been de- 
signed for use through a bronchoscope and _ is 
recommended when there is any question of the 
presence of bronchogenic carcinoma. It eliminates 
the use of repeat roentgenography when cytology 
is positive, and reduces the amount of roentgen-ray 
exposure in suspect cases. With it, correct diagnoses 
of malignancy have been made in cases where all 
other methods failed (fig. 2). In some cases, where 
the roentgenography was either positive or sug- 
gestive of malignancy, and the abrasion study was 
negative, the correctness of the latter diagnosis 
was sustained either by exploratory operation or by 
the subsequent clinical course. 

135 E. 65th St. (21). 

This instrument was part of a Scientific Exhibit at the 
American Medical Association Convention, New York, June, 


1957. 


Mr. Jack Harris, consultant on instrumentation, Depart- 
ment of Biology, New York University and the Cytology 
Institute for Cancer Detection and Research, built this 
instrument. 
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injury may be quite unreliable. For this reason, a much larger area should 
be included in the film study, particularly when extremities are involved. It is a fre- 
quent experience to have a child of two or three years referred for roentgen study 
of the hip or upper leg because he refuses to walk after an injury. Many times, a 
fracture in the lower end of the tibia will be found if the entire leg is included on the 
films. Even when no fracture is seen, it is obvious that a significant injury has oc- 
curred if the young child will not walk or use an extremity. In this situation, it is im- 
portant that the radiologist define the limitations of the roentgen examination to the 
referring physician and suggest that re-study be considered if the symptoms continue 
for a week or ten days. If this is done, some of these patients will show early callus 
formation at the site of an incomplete greenstick fracture that could not be seen on 
the original films.—-R. P. Barden, M.D., Bread and Butter, editorial, Radiology, 


December, 1957. 
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DIAGNOSTIC PROBLEMS 


Clinical Data 


A 40-year-old man entered Cook County Hospital 
on March 23, 1957, complaining of progressive exer- 
tional dyspnea, chest pain, mild orthopnea, intermit- 
tent ankle edema, night sweats, marked weight loss, 
and enlargement of the abdomen of three months’ 
duration. For one month, he had had rhinorrhea, 
sore throat, mild cough, chills, fever, weakness, and 
epistaxis. He had also complained, since childhood, 
of urinary frequency (every 45 minutes), nocturia 
(15 to 20 times), polydipsia, dysuria, and urinary 
dribbling. 

His history revealed gonorrhea at the age of 17 
and jaundice at the ages of 17, 23, and 37 years. 
He was divorced, lived alone, and had worked as 
a waiter and bartender. He smoked one pack of 
cigarettes daily, and in the past had used alcohol 
heavily. He had been a morphine addict intermit- 
tently for 17 years, taking 30 mg. three times daily 
intravenously, but he had not taken morphine for 
three and a half months prior to admission. 

He appeared to be chronically ill, thin, and pale. 
His blood pressure was 130/85 mm. Hg, pulse 108 
per minute, respirations 28 per minute, and tem- 
perature 98.6 F (37 C). He was mildly orthopneic. 
There was mild conjunctival icterus, and an ulcer- 
ated area with bleeding points on the left side of 
the nasal septum. Almond-sized, discrete, tender 
lymph nodes were noted in the axillas, and pea- 
sized nodes were present in the cervical and ingui- 
nal regions. The lungs were clear. The heart was 
not enlarged. A systolic murmur was present at the 
base. The second aortic sound was louder than the 
second pulmonic sound. The abdomen was pro- 
tuberant. The liver was tender, extending 5 finger- 
breadths below the costal margin; its surface was 
suggestively nodular. The spleen, also tender, ex- 
tended 7 fingerbreadths below the costal margin, 
almost to the iliac crest. Ascites was present. Rectal 
examination revealed a small prostate, brown stool, 
and a negative benzidine test. Examination of the 
extremities revealed 3+ pitting edema, muscular 
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weakness, and the characteristic needle marks of 
the narcotic addict. There was no clubbing of the 
fingers or toes. 

Urinalysis revealed specific gravity ranging from 
1.010 to 1.016; 0 to 2+ proteinuria, a trace of uro- 
bilinogen and 3 to 50 red blood cells, 3 to 20 white 
blood cells, occasional red blood cell cast, and 2 or 
3 granular casts per high-power field. A tuberculin 
skin test was positive with use of a dilution of 1:100. 
One blood culture was negative, and a second re- 
vealed a yeast-like organism. Ascitic fluid culture 
revealed Escherichia coli. The arm-to-tongue cir- 
culation time was 20 seconds with use of mag- 
nesium sulfate. The bone marrow showed moderate 
hypercellularity; normal megakaryocytes; a nucle- 
ated red—white blood cell ratio of 1:1; normoblastic 
erythropoiesis; markedly toxic granulopoiesis; slight 
increase in lymphocytes, eosinophils, monocytes, 
histiocytes, and plasma cells (tables 1 and 2). 

After admission, the patient had chills and fever, 
with temperature ranging to 105 F (40.5 C). Two 
grams of tetracycline and 100 mg. of cortisone were 
given daily throughout the hospital stay. He ini- 
tially became afebrile, but later his temperature 
ranged from 100 to 100.6 F (37.7 to 38.1 C). Addi- 
tional therapy consisted of vitamins, meralluride 
(Mercuhydrin ) sodium, and supplemental doses of 
potassium chloride. The patient’s edema persisted. 
The spleen slowly became smaller and less tender, 
but the hepatomegaly persisted. One week before 
death, paracentesis revealed clear fluid with a 
specific gravity of 1.010 and a protein content of 
0.5 Gm. per 100 ml. The next day petechiae were 
observed over the upper extremities. Corticotropin 
infusions, 40 units daily, were begun, and 2 Gm. of 
streptomycin and 400 mg. of isoniazid were given 
daily. The day before death, tonic convulsions in- 
volved the face and right side of the body; the 
pupils were dilated; he bled from the gums and 
tongue, and had coffee ground emesis. He lapsed 
into coma, and died on April 28, four months after 
the onset of illness. 


Clinical Discussion 


Dr. S. Howard Armstrong Jr.: This unhappy pa- 
tient was a bartender, who had used morphine 
intermittently for 17 years. In this hospital heroin 
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addicts are more commonly seen than morphine 
addicts. The heroin addict is usually admitted with 
hepatitis or tetanus, and most are dead long before 
their 30th year. Morphine is a comparatively diffi- 
cult drug to use because its potency is about 
one-tenth, milligram for milligram, that of heroin. 
Hospital personnel are particularly susceptible be- 
cause of the ready availability of the drug. My own 
experience with morphine addiction comes from 


TaBLE 1.—Hemogram* 
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malaise. Rhinorrhea, excessive lacrimation, shaki- 
ness, weakness, malaise, and chilly sensations are 
classic narcotic withdrawal symptoms, but sore 
throat and cough demand another explanation. On 
physical examination, the emaciation could be 
attributed to long-standing narcotic addiction, 
especially if combined with chronic alcoholism. No 
pupillary abnormalities were described, suggesting 
that he had not had morphine just before admis- 


Eryth- 


rocy tes, Leuko- 
Million cytes, 
Hemoglobin, per per Neutro- Band Cells, Eosino- Basophils, Lympho- Monocytes, 
Date % Cu. Mm Cu. Min. Platelets phils, % % phils, % y eytes, % % 
ee er 56 3.28 5,380 decreased 61 18 | 1 1 19 0 
ener 69 3.98 4,250 decreased 66 % 0 0 2 7 
Of Qiccscccsvccnte 51 2.89 8,100 OK 57 9 0 0 17 17 


* Smears revealed: 1+ anisocytosis, poikiloeytosis, polychromatophilia, toxicity, and occasional burr cells. No malarial parasites observed. Hemat- 
oerit 32%, prothrombin time 21 seconds (23% of control), platelet count: 10,000 per cubie millimeter (3/27); 179,100 (3/29); 310,440 (4/2); and 90,000 


(4/26). 


teaching hospitals where, in the last 20 years, I 
have had partial responsibility for four addicts, all 
of whom were members of the house staff. Of 
these, two are completely rehabilitated, one is not 
rehabilitated, and one has been lost sight of. One 
patient was withdrawn from morphine by substitu- 
tion of codeine. 

No one has yet succeeded, despite intensive ef- 
forts in synthetic organic chemistry, in dissociating 
the addictive from the analgesic and other effects 
of morphine.’ Many synthetic substances still retain 
addictive properties, even demonstrable in tissue 
culture, indicating their profound biological effects, 
but some of the drugs of the methadone group have 
a different ratio of addictive to analgesic effect. 
The clinical entity of morphine addiction and the 
withdrawal syndrome and its therapy have been 
thoroughly reviewed.* Turning back to the patient 
under consideration, three months before admission 
he had symptoms characteristic of cardiac failure: 
dyspnea, orthopnea, edema, and exertional chest 
pain. His heart size and blood pressure were 
normal, and there was no evidence of valvular 
disease, except for the description of a basal systolic 
murmur. The second pulmonic sound was not ac- 
centuated, which is of some interest in the light 
of experimental chronic morphine intoxication in 
monkeys leading to organic pulmonary changes, but 
this has not been observed in human beings. The 
circulation time was prolonged. 

Dr. Jacob W. Fischer: The electrocardiogram 
shows low voltage but T waves of good amplitude. 
I would conclude that the electrocardiogram is 
normal. 

Dr. Armstrong: There is a marked discrepancy 
between the three-month-old symptoms of cardiac 
failure and the relatively negative cardiac examina- 
tion. In addition, another group of symptoms of 
one month’s duration consisted of running nose, 
nosebleeds, sore throat, cough, chills, fever, and 


sion, since there is no development of pupillary 
tolerance to chronic morphine administration. Noth- 
ing was found in the pharynx or lungs to account 
for the sore throat and cough. 

No mention was made of nodular masses pal- 
pated in the left colon as one might expect to find 
in the chronically constipated morphine addict. 
However, both liver and spleen were very large 
and tender, and ascites was present. Too little 
emphasis is given generally to the relationship be- 
tween cardiac and hepatic disease and narcotic 
addiction. Morphine addiction, and in fact any 
intravenous drug addiction, is associated with four 
infectious diseases: malaria, tetanus, bacterial 


TABLE 2.—Summary of Biochemical Data 


Laboratory Values 3/25 3/28 4/5 
Nonprotein nitrogen, mg./100 ml. ................ 27 32 
Total protein, Gm./100 ml. .........-..0eeeeceeeee 6.8 7.0 6.0 
67 
24 
Alkaline phosphatase, Bodansky units ........... 4.0 
Gamma globulin, Gm./100 ml. .............0.00005 4.07 3.20 2.39 
8 
128 


Potassium, mEq./ Liter 


endocarditis, and viral hepatitis. Malaria may be 
needle-transmitted from other addicts who harbor 
active plasmodia; this situation is becoming rare 
in the United States. Tetanus is more frequent with 
heroin addicts who are careless about needle steri- 
lization. Subacute bacterial endocarditis is a well- 
known complication of morphine addiction. The 
problem arises whether endocardiosis or rheumatic 
valvulitis is always underlying or whether the 
endocarditis can be superimposed on entirely 
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normal heart valves. One reported case of endo- 
carditis in a morphine addict occurred on an 
arteriosclerotic valve. 

The most common complication of intravenous 
injection of drugs is viral hepatitis. This patient had 
both alcoholism and three previous episodes of 
jaundice. His liver was enlarged, tender, and 
nodular, raising the strong presumption of post- 
necrotic cirrhosis. An elevated level of serum gam- 
ma globulin, positive cephalin flocculation, high 
thymol turbidity, and normal or low mucoprotein 
level are characteristic of postnecrotic cirrhosis. 

Dr. William Meszaros: The posteroanterior roent- 
genographic view of the chest showed normal heart 
size and configuration. The right lung was clear. 
Neither hilar shadow was prominent. A hazy den- 
sity in the left middle and left lower lung fields 
suggested pneumonitis. The abdominal film showed 
a large mass in the left upper quadrant with the 
configuration of spleen. The liver shadow was not 
well outlined, but a hazy density throughout the 
abdomen was compatible with ascites. The intra- 
venous pyelogram showed the outline of the left 
kidney and collecting system; it was displaced 
downward but was not part of the mass, confirming 
it as spleen. 

Dr. Armstrong: The ascitic fluid contained only 
0.5 Gm. per 100 cc. of protein and was, therefore, 
a transudate, suggesting portal hypertension as the 
primary cause for the ascites rather than an in- 
flammatory process. Subacute or acute bacterial 
endocarditis could explain the development of 
chills, fever, petechiae, and cardiac failure. Coro- 
nary seeding by bacteria from infected heart valves 
can be associated with diffuse septic myocarditis, 
or aneurysm of the aortic sinus; either could easily 
explain the congestive failure and even exertional 
angina. Thus can one explain the development of 
cardiac failure in the absence of functionally signifi- 
cant valvular disease. From one of two blood cul- 
tures, a yeast-like organism was isolated. 

Dr. William Metzger: The organism could not be 
identified as a pathogenic yeast. On the basis of 
the frequency of yeast-like skin contaminants in 
blood cultures, I would regard it as a saprophyte. 

Dr. Paul B. Szanto: What about Candida albi- 
cans? 

Dr. Metzger: It could not be identified as a 
Candida species. 

Dr. Armstrong: Persons in occupations which re- 
quire keeping their hands in water get Candida 
infections; this includes housewives and also bar- 
tenders. Monilial endocarditis has been observed 
in morphine addiction. This bartender could have 
gotten a paronychia infected with Candida with 
which he might have contaminated his venous 
blood in the process of self-injection with morphine. 
The therapy with tetracycline diminished but did 
not eradicate his fever, although his chills abated. 
Although he was given cortisone, which could have 
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facilitated spread of infection in the absence of 
available specific antifungal or antibacterial ther- 
apy, he did improve somewhat. Eventually a 
systemic dissemination of infection did occur. One 
could relate his leukopenia to the hypersplenism of 
cirrhosis. Because the spleen was tender, I would 
expect splenic infarcts, embolic from the infected 
heart valves, and not just the congestive spleno- 
megaly of cirrhosis. The intermittent microscopic 
hematuria I would relate to embolic focal glomeru- 
lonephritis. Terminally the focal convulsions sug- 
gest cortical brain hemorrhage. My diagnosis is 
chronic hepatitis, with postnecrotic cirrhosis, and 
subacute bacterial (or fungal) endocarditis. 

Dr. Frederick Steigmann: This patient had only 
one chill and the high temperature lasted only two 
days. Not infrequently, especially in elderly pa- 
tients, so-called cardiac symptoms in cirrhotics are 
in reality related to severe anemia. Several things 
point to the diagnosis of postnecrotic cirrhosis, 
especially the episode of jaundice at the age of 17, 
before he was a narcotic addict or an alcoholic. 
Also in postnecrotic cirrhosis the spleen is frequent- 
ly much larger than the liver, as opposed to nutri- 
tional cirrhosis. I wonder about the large glands 
in the axilla. 

Dr. Armstrong: They were only almond-sized and 
may have been nonspecific. 

Dr. Benjamin Gasul: It is time that we discarded 
the comparison, “The second aortic sound was 
louder than the second pulmonic,” because there is 
no such thing as a second pulmonic sound. In the 
aortic area, a single sound is heard due to closure 
of the aortic valve. In the pulmonic area, two 
sounds are audible due to closure of the aortic valve 
followed by closure of the pulmonic valve. There- 
fore, the correct statement should be, “The second 
component of the pulmonic second sound is accen- 
tuated.” 

Dr. Louis Feldman: There is a possibility that the 
right side of the heart was involved by the endo- 
carditis, producing bacterial emboli in the lung. 
Since the bacteria would be filtered out by the 
pulmonary capillaries, blood cultures would be 
negative. 

Clinical Diagnosis.—The clinical diagnosis was 
subacute bacterial (or fungal) endocarditis and 
postnecrotic cirrhosis. 


Pathologist’s Report 


Dr. Szanto: The three roads which lead the 
heroin and morphine addict to the pathologist 
(tetanus, viral hepatitis, and bacterial endocarditis ) 
have already been discussed. Inspection of the 
body revealed no evidence of malnutrition. Numer- 
ous petechiae and ecchymoses were scattered over 
the skin. A few petechiae were also seen in the con- 
junctivae. A large mass was palpable in the left 
upper abdominal quadrant. There was pitting 
edema of the lower extremities. The peritoneal 
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cavity contained 2,500 cc. of serous fluid. Numerous 
ecchymoses of the serosal surfaces were present. 
The left pleural cavity contained 450 cc. and the 
right 200 cc. of serous fluid. 

The repeated episodes of jaundice from the age 
of 17 may have resulted from a viral hepatitis lead- 
ing to postnecrotic cirrhosis, The liver was enlarged 
(1,900 Gm.), firm, and diffusely nodular. The 
nodules were generally uniform in size, although 
larger nodules were present on the inferior surface. 
The uniform fine granularity speaks for Laennec’s 
(septal) cirrhosis, but the large nodules on the in- 
ferior surface would support the clinical diagnosis 
of postnecrotic cirrhosis. On the basis of gross ap- 
pearance, this would appear to be a postnecrotic 
cirrhosis with transition into Laennec’s cirrhosis. 
Cut sections revealed uniform nodularity and con- 
nective tissue septums dissecting the normal par- 
enchyma. Histologically, extensive reconstruction 
was present. The absence of normal portal fields 
within the large nodules and the absence of com- 
pletely collapsed lobules in broad bands of con- 
nective tissue may be used as arguments against 
the diagnosis of postnecrotic cirrhosis. It is possible 
that the patient originally had postnecrotic cirrho- 
sis developing from a viral hepatitis, with subse- 
quent changes aggravated by nutritional deficiency, 
secondary to alcoholism, presenting terminally the 
gross and microscopic appearance of Laennec’s 
(septal) cirrhosis. This cirrhosis may at least par- 
tially account for the severe ascites. Large esopha- 
geal varices in the lower part of the esophagus and 
cardia of the stomach confirm the presence of portal 
hypertension of a far-advanced hepatic cirrhosis. 

Portal and splenic veins were free of thrombus. 
Moderate pancreatic fibrosis was present, as is seen 
in cirrhosis, as a result of nutritional deficiency. The 
spleen was markedly enlarged (1,750 Gm.), ex- 
tending 10 cm. below the costal arch. A few 
anemic infarcts explain the left flank tenderness. 
The microscopic appearance of the spleen differed 
from that seen in chronic congestive splenomegaly. 
The typical fibrocongestive splenomegaly of hepatic 
cirrhosis is characterized by a pseudoglandular ap- 
pearance, with wide sinuses lined by swollen en- 
dothelial cells and fibrosis of the intersinusoidal 
cords. In this case, the sinusoids were engorged and 
there was no evidence of fibrosis. The follicles were 
small, and they showed prominent central arteries. 
Numerous plasma cells and polymorphonuclear 
leukocytes were present in the red pulp. This was 
a subacute infectious splenitis, which may have 
been superimposed on a preexisting fibrocongestive 
splenomegaly. The degree of splenomegaly in cir- 
rhosis is variable but not as great as is often as- 
sumed. In a survey in our department of 1,426 
cases of cirrhosis, the spleen weighed less than 300 
Gm. in 59% of the cases; between 300 and 600 Gm. 
in 32.5%, and over 600 Gm. in 8.5% of the cases. 
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Therefore, to explain such marked splenomegaly as 
was present in this case, we must consider some 
factor such as infection or lymphoma. 

The clinically enlarged superficial lymph nodes 
contributed to the diagnostic difficulties. Micro- 
scopically, they showed only chronic lymphadenitis, 
as is frequently found in narcotic addicts. The bone 
marrow in the diaphysis of the long bones was red, 
and microscopically showed marked reactive eryth- 
romyelopoietic activity. The lungs contained foci 
of septal and interstitial fibrosis, the appearance of 
chronic pneumonitis. A healed apical tuberculosis 
was also present. 

Another possible focus of infection explaining the 
chronic splenitis could be the heart. The heart was 
not enlarged (350 Gm.). Prominent trabeculae of 
the right ventricle, and the presence of pulmonary 


Fig. 1.—Large vegetation on atrial surface of mitral valve 
between two leaflets. 


sclerosis pointed toward increased pulmonary ar- 
terial pressure, perhaps related to the chronic 
pneumonitis. The left atrium was normal, as was 
the circumference of the mitral valve ring (12 cm. ). 
The mitral leaflets and chordae tendineae were 
diffusely thickened. Superimposed on this old 
healed process, on the atrial surface of the valve, 
were two equal-sized, moderately friable, brownish, 
granular vegetations (fig. 1). Histologically, the 
superficial layer of the vegetation consisted of fibrin 
with some leukocytes. Acute and chronic inflam- 
matory cells were present beneath this layer, as 
seen in so-called subacute bacterial endocarditis. In 
some areas, gram-positive organisms could be 
demonstrated on the surface of the vegetation. 
Whenever we find bacteria on the surface of a 
vegetation, we would expect that blood cultures 
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taken during life should be positive. This empha- 
sizes the importance of intensive expert bacterio- 
logical studies of repeated blood cultures in patients 
suspected of having bacterial endocarditis. Anaer- 
obic as well as aerobic cultures should be made 
and observed for several weeks before discarding. 
The myocardium showed old spindle-shaped scars 


Fig. 2.-High-power view of vegetation, showing clusters 
of yeast cells. 


and evidence of a more recent moderate interstitial 
myocarditis, findings which typically accompany 
endocarditis. 

The classic sharp distinction between acute and 
subacute bacterial endocarditis is not justified, be- 
cause of the changing anatomic picture under the 
influence of antimicrobial therapy. An etiological 
classification is preferable, since modern antimicro- 
bial therapy may modify the natural history of 
endocarditis. 

In addition to the gram-positive organisms, one 
section through the vegetation on the mitral leaflet 
showed clusters of fungi (fig. 2), which could be 
classified with the Candida species, although no 
cultural confirmation was possible. A heroin or 
morphine addict may develop mycotic endocarditis, 
usually due to Candida albicans. In my opinion, 
this ‘patient originally had bacteria] endocarditis 
and developed a superimposed mycotic endo- 
carditis.* 

The target organs involved in bacterial endo- 
carditis are the kidney, spleen, brain, and skin. The 
kidneys weighed 350 Gm. together, and showed a 
few distinct petechiae on their surfaces. Interstitial 
infiltration by inflammatory cells and segmental 
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fibrinoid degeneration of a few glomeruli suggested 
focal “embolic” glomerulonephritis (fig. 3). A few 
anemic infarcts were also seen. Foca] glomerular 
lesions are usually associated with microscopic 
hematuria, while renal infarction more often leads 
to gross hematuria. It must be emphasized that the 
microscopic hematuria of endocarditic focal glo- 
merulonephritis is typically transient. Therefore, 
one must daily examine the urinary sediment, be- 
cause the finding of transient microscopic hema- 
turia is almost as pathognomonic as a positive blood 
culture. The focal “embolic” glomerulonephritis is 
not due to bacterial emboli, but is a fibrinoid 
necrosis, presumably related to a hyperimmune 
state developing due to continued or transient bac- 
teremia. As a result of the fibrinoid necrosis, the 
capillaries rupture, the erythrocytes reach Bow- 
man’s space, and eventually hematuria occurs 
(fig. 4). 

A patient with subacute bacterial endocarditis 
may have either infarcts or focal embolic glomeru- 
lonephritis. In this instance, both were present. 


Fig. 3.—Focal fibrinoid degeneration of glomerular tufts 
(“focal embolic glomerulonephritis” ). 


Diffuse glomerulonephritis, which infrequently oc- 
curs in bacterial endocarditis, was not present in 
this case. 

This patient had tonic convulsions, and corre- 
spondingly perivascular cuffing, foci of microglia 
cells, and microabscesses were found in the sub- 
certical white matter of the brain. Some vasculitis 
with focal hemorrhages was seen in the same areas. 
In addition, a massive cerebral hemorrhage prac- 
tically destroyed the left frontal and occipital lobes 
(fig. 5), resulting in a subarachnoid hemorrhage. 
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No mycotic aneurysm, as characteristically may 
occur in bacterial endocarditis, and the rupture of 
which could account for the massive hemorrhage, 
was present in this case. The described microscopic 
vasculitis may account for this cerebral hemorrhage, 
but its massive character suggests that the thrombo- 
cytopenia related to hypersplenism may have 
played a role in the precipitation or aggravation of 
the hemorrhage. 


as 
Fig. 4.—Hemorrhage into Bowman’s space (leading to 
microscopic hematuria) secondary to fibrinoid degeneration. 


Pathological Diagnosis.—The pathological diag- 
nosis was bacterial and mycotic endocarditis super- 
imposed on fibroplastic deformity of the mitral 
valve; focal endocarditic glomerulonephritis; mul- 
tiple renal infarcts; Laennec’s cirrhosis; splenomeg- 
aly (due to fibrocongestion and chronic splenitis ); 
and massive cerebral hemorrhage. 
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Comment 


Dr. Szanto: This patient had viral hepatitis many 
years ago. He was a chronic alcoholic and devel- 
oped cirrhosis, which may have been originally of 
postnecrotic type with transition into Laennec’s 
(septal) cirrhosis. He developed bacterial endo- 
carditis, one month prior to his death, possibly 
secondary to pneumonia. Superimposed on the 
bacterial endocarditis, he developed a systemic 
mycotic infection, resulting in mycotic endocarditis. 
The red blood cells in the urinary sediment were 
due to focal embolic glomerulonephritis and, 


Fig. 5.—Massive hemorrhage destroying right frontal lobe, 
leading to subarachnoid hemorrhage (horizontal section). 


finally, the terminal convulsions were due to mas- 
sive hemorrhage secondary to thrombocytopenia, 
and not due to bacterial emboli. 
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NEW VIRUS.—The agent described in this paper is considered to be a newly- 
recognized arthropod-borne virus. Infection with this virus seems to be fairly 


prevalent in C. tarsalis in California, the recovery rate of the virus being 


approximately 3 per cent of all the pools tested. Infection is not restricted to C. 
tarsalis, however, since three strains were recovered in 1956 from Culex stigmato- 
soma. With respect to C. tarsalis, evidence of infection in this species appears during 
June or early July, the infection rate becomes maximal during July and thereafter 
diminishes, to fall to nondemonstrable levels by October. . . . The role of the Tur- 
lock virus, if any, in the causation of human or animal disease has yet to be deter- 
mined, Information thus far acquired, and based on limited material, suggests that 
human infection with the agent is not common. Likewise, no evidence was obtained 
that this virus is etiologically involved in the human encephalitides.—E. H. Lennette, 
M. I. Ota, F. Y. Fujimoto, A. Wiener, and E. C. Loomis, Turlock Virus: A Presum- 
ably New Arthropod-Borne Virus: Isolation and Identification, The American Journal 
of Tropical Medicine and Hygiene, November, 1957. 
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When the weather is hot, parents frequently con- 
sult their physicians as to the desirability of chang- 
ing the dietary patterns of their families. Should 
salt be added to the diets of their children? Should 
certain foods be prohibited? Is it necessary to 
change the food mixture for the baby? Should 
modifications be made in the diets of infants and 
children when the environmental temperature is 
high? Do special psychological problems related to 
eating arise during hot weather? There is little 
scientific data concerning the effects of climate on 
the dietary requirements of infants and children, 
but pediatricians practicing in areas where pro- 
longed periods of hot weather occur have amassed 
a considerable body of experience. This report com- 
bines these sources of information. 

Analogies drawn from the food habits of the 
native populations in tropical or desert regions are 
not helpful, because the native diets are largely 
determined by factors of availability, social cus- 
toms, and economics, rather than by those related 
to health or comfort. In general, prosperous indi- 
viduals in such areas gradually assume diets similar 
to those of well-to-do people living in temperate 
zones. 

Nutrient Requirements 


Proteins, Minerals, and Vitamins.—The require- 
ment for protein seems to be unchanged or possibly 
is increased in hot weather.’ When sweating is pro- 
fuse, there are probably increased skin losses of 
water-soluble vitamins, calcium, and iron, A decade 
ago the beneficial effects of increased vitamin C 
or thiamine intake on work performance in hot 
weather were promoted in the popular press. Sub- 
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sequent studies, more carefully controlled, have 
failed to demonstrate any benefit in biochemical, 
psychomotor, or physiological functions or in pro- 
tection from heat exhaustion.* Thiamine and vita- 
min C requirements or rates of depletion of these 
vitamins reveal no differences between summer and 
winter values.’ More adequate data concerning 
children are needed. However, clinical experience 
would seem to support the conclusion that the pre- 
ponderance of evidence from human experiments 
indicates that the vitamin requirements are not in- 
creased by residence or by work in a tropical cli- 
mate.’ Hot weather appears to impose no special 
dietary requirements * other than the needs for salt 
and water. 

Sodium, Chloride, and Water.—As the environ- 
mental temperature approaches skin temperature, 
the evaporation of water plays an increasing role 
in heat dissipation. All the loss of heat from the 
body is accounted for by the evaporation of water 
from the lungs and skin at temperatures above that 
of the skin. The amount of water so lost is related 
to total heat production, to any gain of heat from 
the environment by radiation, conduction, or con- 
vection, and to the temperature and humidity of 
the surroundings. Sweat losses averaging 56 cc. per 
kilogram of body weight per 24 hours were meas- 
ured from nude infants in a room kept at a temper- 
ature of 91 F and at low relative humidity.’ Sweat 
losses as high as 100 cc. per kilogram of body 
weight per day were found in infants ill with 
diarrheal disease who were studied in nonaircondi- 
tioned wards in Galveston and Dallas, Texas.*° Un- 
der severe conditions adults may lose 5-10 liters of 
water as sweat per day. 

Water deficits as low as 1-2% of the body weight 
may produce measurable adverse effects on the 
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circulation of blood and the body’s tolerance to 
heat.” The greatest efficiency is achieved by both 
infants ° and adults’ when water losses are re- 
placed hour by hour. However, men and children 
who are acclimated seem to accumulate slight 
water deficits voluntarily during the day, but they 
make up these deficits at mealtimes and during the 
evening.” 

The concentrations of sodium and chloride in 
sweat are dependent on numerous factors." In 
healthy individuals acclimated to heat, the concen- 
trations of sodium and chloride are quite low. In 
healthy infants, these concentrations, calculated 
from total skin washings and the estimated volumes 
of sweat, averaged 4.8 mEq. of sodium and 6.1 
mEq. of chloride per liter of sweat.’ Although the 
concentrations of these electrolytes in sweat may 
be as low in adults, they are often three to five 
times as high.” Studies of both infants and adults 
indicate excessive sodium chloride intake to be 
deleterious to the adjustments to heat stress; thus, 
it should be avoided.” The intake of sodium and 
chloride in the ordinary diets of healthy infants 
appears to be adequate, judging from extensive 
practical experience and from the scanty data 
available. If table salt is used in ordinary amounts 
in the preparation of foods for acclimated older 
children and adults and is available to them to be 
added at the table according to desire, there ap- 
pears to be no need for specifically prescribing 
additional sodium chloride, either as tablets or as 
treated drinking water, except under conditions of 
great physical activity associated with extremely 
large outputs of sweat. 

It should be clear that these statements concern- 
ing the adequacy of dietary sodium and chloride 
apply to healthy infants and children maintaining 
normal intakes. Cardullo,"® Evans,'’ and Kessler 
and Anderson '* have discussed the adverse effects 
of heat on hospitalized infants and children. The 
administration of sodium and chloride was clearly 
of benefit to those patients who had “salt” depletion 
due to diminished intake in hot weather because 
of infection, recurrent vomiting, or injuries. Deple- 
tion was also caused by losses of electrolytes from 
the gastrointestinal tract or by abnormally high 
concentrations of sodium and chloride in the sweat 
of patients with pancreatic fibrosis. The frequency 
and seriousness of hyperpyrexia during hot weather 
in infants with cerebral damage is stressed by Car- 
dullo.'® The administration of added sodium chlo- 
ride to the formulas of healthy infants did not alter 
their course, but some refused the “salt feedings.” '° 


10 


COUNCIL ON FOODS 


AND NUTRITION 2169 


Although it is implied that the addition of so- 
dium chloride to the diet might be useful for 
healthy infants, no evidence has been presented to 
support this contention. Practical experience indi- 
cates that whenever an infant or child on a usual 
diet suffers from heat stress, the likelihood is great 
that the individual is ill and merits further investi- 
gation, particularly for pancreatic fibrosis, adrenal 
insufficiency, or incipient diarrheal disease. 


Eating Habits and Psychological Problems 


The practitioner accustomed to the problems of 
children’s eating habits during hot weather finds no 
great difficulties. The observed changes in eating 
and living habits are related to attempts to keep 
cool. Children appear to reduce their caloric intake 
and diminish their rate of weight gain, while main- 
taining their rate of gain in height in warm 
weather. There is a strong desire to drink and eat 
cold liquids and foods, some of which, like ice 
cream, may be high in calories. When children are 
at active outdoor play, they need a considerable 
fluid intake. If parents permit, many children will 
drink two or more quarts of cold milk or sweetened 
carbonated beverages. Even cold water, if taken 
shortly before meals, appears to suppress the appe- 
tite temporarily, thus producing poor mealtime 
habits or attitudes. 

During recent summers a “new syndrome” has 
appeared. It is characterized by the pale, flabby, 
tired child who has gained excessive weight during 
the warm weather because he has stayed indoors 
in an airconditioned house watching television 
most of his waking hours and has indulged in fre- 
quent between-meal snacks that have spoiled his 
appetite for well-balanced meals. 


Practical Management 


An adequate fluid intake should be assured for 
infants by regularly offering them a few ounces of 
water between feedings. In artificially fed infants, 
it may also be desirable to reduce the caloric con- 
centration of the food mixture to approximately 18 
calories per ounce during hot weather. 

Individualized management of children during 
the summer is the best assurance of maintaining 
good nutrition. However, the following guides are 
those most often required. 

1. The habit of vigorous outdoor activity should 
be continued or developed. Children do not mind 
hot weather unless they are conditioned by their 
elders to dislike it. 
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2. Cool, but not cold, drinks are best, and, for 
the most part, water should be used to quench 
thirst. Evening intake of water should not be un- 
duly limited. 

3. Between-meal foods and high-caloric drinks 
may have to be controlled. 

4. A short “cooling-off’ and quiet period before 
meals may increase the child’s appetite. 

5. Limiting of high-caloric foods, such as peanut 
butter and ice cream, may be necessary. For some 
children, the use of skimmed milk may be advisable 
to promote a better appeite for other foods. 

6. The large and better balanced meal may best 
be served in the evening when the temperature is 
lower. 

7. All of the usual measures and guides for de- 
veloping good eating habits should be continued, 
irrespective of the weather."* 

Summary 

Hot weather imposes no special dietary require- 
ments for healthy infants and children, except for 
an increased water intake. If infants and children 
ingesting well-balanced diets do not tolerate ordi- 
nary heat stress, they should be investigated for 
illness rather than changing their diets. Poor appe- 
tites and faulty eating habits may result from the 
uncontrolled use of cold, high-caloric drinks or 
foods, from failure to take adequate outdoor exer- 
cise, or from overindulgence in between-meal 
snacks. It is unwise for adults to “condition” chil- 
dren to dislike hot weather or to foist summertime 


food fads on them. 
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arterial hypertension; rather, they produce overfilling and, after failure has 
begun, hypotension. The differentiation of hypotension due to inadequate 
transfusion from the hypotension due to left heart failure will be the duty of the 


Heer OF OVERTRANSFUSION.—Excess transfusions do not produce 


physician officiating at the transfusion. The clinical picture of overloading of the left 
heart is that of acute left heart failure with pulmonary edema. If the patient is 
awake, he will become restless, have respiratory difficulty and dyspnea. The jugular 
veins and other peripheral veins are distended, venous pressure is elevated, and the 
patient will have a plethoric appearance. As pulmonary edema develops, this color 
tends to become cyanotic in tinge, the respiratory rate increases, audible rales are 
noted and frothy tracheal mucus may be coughed up, or will appear in the endo- 
tracheal tube. Increase in pulse and progressive hypotension will be encountered. 
The treatment depends in some degree upon the extent of the overtransfusion. 
Rapid removal of the excess blood must be carried out to remove the strain on the 
heart. To this end, usually 500 cc. of blood is withdrawn into a transfusion bottle. 
It is probably not wise to withdraw more than this at one time. Rather, one should 
observe the response to this one bloodletting, which may be dramatic. The heart 
may adjust and recover within minutes. Rarely a second bloodletting will be needed. 
—V. L. Guynn, M.D., and J. T. Reynolds, M.D., The Use and Abuse of Blood 


Transfusions, The Surgical Clinics of North America, February, 1958. 
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The first form of cancer with an identified causal 
factor was described nearly two centuries ago. It 
occurred with unusual frequency among workers 
in a single occupation and, hence, became known 
as chimney-sweep’s cancer. In spite of the fact that 
the first knowledge of the etiology of cancer can be 
traced to Percival Pott’s' observation on chimney- 
sweeps, we have no reliable information today from 
which a reasonable estimate can be made of the 
proportion of cancers that have some causal rela- 
tionship to an exposure of occupational or indus- 
trial origin. Although a number of specific types 
of cancer have been associated with occupational 
exposures since Percival Pott’s original studies, 
there is no reason to believe that these exhaust the 
possible list of such cancers. 

In recent years, an increasing amount of scientific 
literature has appeared on the subject, confusing, 
at times, both the physician in private practice and 
the full-time industrial physician. Part of this con- 
fusion arises from the fact that occupational cancer 
is different from many other well-known occupa- 
tional diseases, more difficult to identify, and, hence, 
more difficult to study. Experience has demon- 
strated that the identification of occupational or 
industrial causes of human cancer is made difficult 
by certain characteristics of cancer itself, as well as 
by labor mobility. Occupational cancers can rarely 
be distinguished on morphologic grounds from 
those due to other causes. Furthermore, several 
years may elapse between the date a worker is 
first exposed to an agent capable of causing cancer 
and the time of development of a tumor to the stage 
where it can be clinically recognized. 

From a study of 300 cases of mule-spinner’s 
cancer reported in England and Wales from 1920 
to 1928, Henry * found that the time elapsing from 
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the date of starting work as a mule spinner until the 
date of diagnosis of cancer ranged from 16 to 63 
years and that for 67% of the cases this latent period 
varied between 35 and 54 years. Several of the 
workers were no longer employed in this occupa- 
tion at the time of diagnosis. The average latent 
period for mule-spinner’s cancer is appreciably 
longer than that for some other forms of occupa- 
tional cancer. However, a latent period of several 
years is characteristic of most cancers. For example, 
the average interval from initial exposure to diag- 
nosis of lung cancer among workers in United 
States chromate-producing plants was 17.2 years, 
with a range of 4 to 47 years.* 

Finally, there is a “normal” or “expected” inci- 
dence of cancer, whereas most occupational dis- 
eases do not “normally” exist. Thus, if a man de- 
velops silicosis, it probably arose as a result of his 
occupation, since this disease does not have a “nor- 
mal” incidence. Accordingly, it becomes necessary 
in the study of occupational cancer to establish 
that the disease occurs either at a higher than nor- 
mal incidence in a given occupation or with a great- 
er relative frequency of site or type, so that there is 
no doubt about the causal relationship between the 
disease and the occupation. For this reason, single 
case reports of silicosis, lead poisoning, or other oc- 
cupational diseases may make significant contribu- 
tions to our understanding of most occupational dis- 
eases, but individual case reports really contribute 
little to our understanding of occupational cancer. 
The same problems have arisen in attempts to re- 
late trauma to cancer—and for the same reasons. 
These difficulties have led to vigorous debates in 
the scientific literature, which have perhaps been 
best summarized by Stewart.* 

The past three decades have witnessed the birth 
and large-scale development of experimental meth- 
ods for the study of carcinogenesis. This has per- 
mitted identification of an extensive list of chemical 
compounds capable of causing cancer in animals 
in specific experimental situations.” A number of 
these compounds are encountered in various manu- 
facturing processes. It is not correct to assume from 
these two facts that the risk of cancer developing 
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among industrial workers thereby is either increased 
or left unchanged. This can be ascertained only by 
appropriately conducted investigations, and the 
answer ultimately must be derived from observa- 
tions on workers in specific occupations and indus- 
tries. 

It is essential, therefore, for the investigator who 
would study occupational cancer, to have, for com- 
parative purposes, reasonably reliable estimates on 
the normal incidence of cancer of various types 
and sites. The collection of such data is a difficult 
and time-censuming task, requiring almost constant 
work by a team of trained epidemiologists and stat- 
isticians. Cancer incidence increases with age, 
shows site-specific variations with sex and color, 
may be modified by geographic factors, and is 
being continually altered by the aging of the pop- 
ulation. In addition, certain specific cancers, such 
as cancer of the stomach in males, may show unpre- 
dictable, unexpected, and unexplained changes in 
incidence with time. Finally, because of improved 
diagnostic techniques, greater awareness of cancer, 
changes in the reporting of disease occasioned by 
legislative or administrative action, and improved 
reporting of the cause of death, additional artifacts 
may be introduced into the calculations. At the 
present time, the best available rates of normal 
cancer incidence, prevalence, and relative fre- 
quency are those assembled by Dorn and asso- 
ciates.° Annual and special reports of the National 
Office of Vital Statistics provide mortality statistics 
for the entire country and for various geographic 
subdivisions.’ Finally, certain states, particularly 
Connecticut and New York, have assembled simi- 
lar data." It is to be hoped that such efforts will be 
continued and expanded in order that up-to-date, 
reliable figures will be available for the necessary 
comparisons, not only to aid occupational cancer 
studies but also to keep abreast of decade-by-dec- 
ade changes in cancer incidence and distribution. 

The physician of today, and increasingly in the 
future, will be called on to provide answers as to 
whether the increased use of a chemical or the in- 
troduction of a new chemical has increased old 
hazards or introduced new ones. If the advance- 
ment of the chemical age and the anticipated im- 
provements in standards of living continue, it will 
be necessary for the physician to keep well in mind 
the caution so well phrased 10 years ago by Stew- 
art *: “It is probable that with the development of 
chemical industry we will see new chemical can- 
cers and medicine must be on the watch for such 
developments. But it must refrain from hastily 
ascribing to industry those tumors whose incidence 
falls well within the expectations for the popula- 
tion as a whole and from making premature con- 
clusions based on lack of appreciation of statistical 
methods.” 
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While the study of occupational causes of cancer 
is complicated, it is not impossible. Since the area 
of investigation is so broad, a great deal of time 
and energy can easily be spent in fruitless study 
unless some preliminary idea can be obtained of 
those occupations which appear to be associated 
with cancer hazards. The principal support for such 
ideas or hypotheses is clinical impressions derived 
from the study of individual cases of disease and 
the analysis of existing records of morbidity and 
mortality. Accordingly, it is believed worthwhile 
to describe various sources of data now available 
and to indicate, in summary fashion, certain ap- 
proaches and techniques that may prove fruitful. 


Official Statistics 


The official certificate of death required for each 
deceased person in the United States provides for 
the entry of his usual (and probably last) occupa- 
tion and industry. Very little use has been made of 
this source of information, largely due to uncer- 
tainty concerning the comparability of the entries 
for occupation and industry on death certificates 
with corresponding data from the census of popu- 
lation. Information on this point soon will be avail- 
able from current study of the corresponding en- 
tries for occupation and industry found on the 
death certificate and on the 1950 census schedule 
for a sample of deaths. 

At best, official mortality statistics provide a 
measure of the total effect of an occupation and 
the general level of living of persons following that 
occupation. Specific occupational hazards are not 
likely to be identified by a study of these records. 
Only one entry for occupation is requested, and 
frequently either no occupation or an entry of “re- 
tired” is reported for persons who have stopped 
working because of old age. Occupations are de- 
scribed only in general terms, so that it is not pos- 
sible to identify specific groups of workers who 
are thought to have been exposed to a suspected 
health hazard. Furthermore, each industry, and 
usually each individual company, employs entirely 
different names for the same job assignment. 

In spite of their many defects, mortality statistics, 
if analyzed with imagination, may provide clues to 
occupational or industrial hazards which can be 
explored by more specific studies. The following 
examples illustrate the types of studies that have 
been made with death certificates. 

Mortality Rates by Occupation.—The informa- 
tion on cause of death and occupation and industry 
on death certificates and census reports can be used 
to compute death rates from different forms of 
cancer. The most extensive series of death rates 
are those published by the Registrar General of 
England and Wales. References to these data may 
be found in an article by Kennaway.’ A compre- 
hensive study of occupational mortality in the 
United States has never been made. The National 
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Office of Vital Statistics has initiated a study based 
upon deaths occurring during 1950, the preliminary 
results of which have been reported.’° 

Mortality rates by occupation can be computed 
for the population of specific localities, for example, 
a city or county, provided the number of workers 
is large enough to yield reliable rates. The informa- 
tion needed for such studies is (a) the number of 
deaths of persons in each of the occupations to be 
studied, and (b) the total number of persons in 
each occupation classification by age and sex. The 
number of deaths can be obtained from the local 
or state office of vital statistics; unless special in- 
formation is available locally, statistics concerning 
the number of workers by occupation must be ob- 
tained from the U. S. Bureau of the Census. Studies 
should be done for a period near the date of the 
census of population in order to avoid the neces- 
sity of preparing population estimates. A good il- 
lustration of this approach has been reported from 
Sheffield, England, by Turner and Grace."' 

Mortality Rates for Specific Areas.—The analysis 
of mortality statistics for cancer of specific sites for 
local areas, such as a county or group of counties, 
may be undertaken in order to determine whether 
an unusually high death rate or an unusually large 
proportion of deaths exists for a specific form of 
cancer. Available information concerning possible 
environmental hazards may be studied simulta- 
neously to determine if there are any that appear 
to be associated with the known facts about can- 
cer mortality. 

These studies may be conducted by systemati- 
cally studying the variation in cancer mortality 
among the counties of a state, as was done by Man- 
cuso and others ** in Ohio, or by analyzing mor- 
tality from cancer in an area where an industry 
whose workers are thought to be exposed to some 
cancer hazard is located. Projects of this kind are 
most likely to yield useful leads if a large propor- 
tion of workers in the area are employed in a 
single industry. Mortality rates for total cancer 
and for cancer of specific sites by age and sex can 
be computed for a period of several years. If the 
population under observation is too small to yield 
reliable age and sex specific death rates, an ex- 
pected number of deaths can be computed by mul- 
tiplying the population of the local area distributed 
by age and sex by the death rates for some appro- 
priate standard population, for example, the popu- 
lation of the state in which the local area is located. 
The expected number of deaths is then compared 
with the observed number. For comparative pur- 
poses, similar computations should be made for 
other counties that do not have an appreciable 
number of workers in the industry in question. 

If the deaths of persons who have been em- 
ployed by a specific industry can be identified, a 
‘comparison of the causes of death in this group 
with those of the rest of the population can be 
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made. The study by Hill and others '* of workers in 
a factory handling inorganic arsenic compounds is 
an excellent example of this method. 

Mortality from Specific Forms of Cancer.—Since 
most of the carcinogenic agents of occupational 
origin that have so far been identified cause cancer 
of a specific site, several studies have been made 
in Great Britain, based on death certificates, with 
a specific type of cancer, for example, cancer of 
the skin as the cause of death."* The usual pro- 
cedure has been to review all death certificates 
filed in a specified area for which population data 
are available and to compute death rates by occu- 
pation. The areas selected for study have been 
either the entire country or a specific local area 
where the existence of a cancer hazard is suspected. 

Social Security Records.—The records maintained 
by the Bureau of Old-Age and Survivors Insur- 
ance, Social Security Administration, Department 
of Health, Education, and Welfare, include the 
employment history of all workers covered by the 
act since January, 1937. Information may be ob- 
tained concerning the name and address of each 
employer, the dates of employment and the in- 
dustrial classification of each employer according 
to a four-digit code. These records may be used 
by themselves or in conjunction with official vital 
statistics for studies of mortality among persons 
who have worked in specific occupations. 

For example, one could start with a list of per- 
sons who are known to have been employed in a 
given occupation or industry. Although detailed 
information usually will not be given out for per- 
sons who are still living, the date of death and 
employment history can be obtained for persons 
who have died. In this way the subsequent history 
of part or all of the workers who have left the oc- 
cupation can be traced. Alternatively, one could 
start with a group of persons who have died from 
a specific form of cancer and obtain their previous 
work history. A control group of persons who died 
from causes other than the type of cancer being 
studied should be investigated simultaneously in 
order to judge whether the number dying from 
cancer who had worked in a given occupation was 
large enough to suggest the existence of an occu- 
pational hazard. 

Occupational Disease Reports.—A survey con- 
ducted by the United States Public Health Service 
in 1953 found that only 28 states had statutes or 
regulations requiring physicians to report patients 
suffering from occupational diseases. No serious 
attempt is made to promote compliance, so that 
the regulations often are ignored. 

A much larger number of occupationally induced 
diseases are reported in connection with claims for 
workmen’s compensation. About one-half of such 
diseases are skin disorders. Among the remainder, 
complaints due to physical conditions of the work- 
ing environment, systemic effects of chemicals, and 
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infectious diseases are the most common. At best, 
the claims give only a rough indication of the oc- 
currence of the types of complaints reported. Even 
where awards have been sustained for occupational 
cancer, the validity of the alleged causal relation- 
ship frequently fails to satisfy critical and compe- 
tent medical judgment. Neither official reports of 
occupational diseases nor claims for workmen's 
compensation have yet yielded useful information 
concerning the incidence of occupational cancer 
in the United States. 

In contrast, the Factory Inspection System of 
Great Britain has been an important source of in- 
formation about occupational cancer. The first med- 
ical inspector was appointed in 1898. As presently 
organized, the medical staff is responsible for the 
promulgation and supervision of regulations for 
various occupations, the investigation of cases of 
industrial poisonings, the study of new industrial 
processes that may be injurious to health, and the 
supervision of the work of physicians who give 
certificates of fitness for work. 

A list of lesions that may be caused by known 
or suspected carcinogenic agents has been estab- 
lished, and these must be reported to the Chief 
Inspector of Factories. This information is supple- 
mented by inspection of plants where possible 
carcinogens are produced or handled. Special stud- 
ies have been made of cancers developing among 
workers engaged in the extraction, processing, or 
use of shale oil, petroleum products, asbestos, 
nickel, and dyestuffs. In 1947, for example, Henry *° 
published an analysis of 3,753 skin cancers in 2,975 
persons reported to the Chief Inspector of Fac- 
tories from 1920 to 1945 inclusive. Pitch, tar, or tar- 
products accounted for about 60% of these cases; 
shale oil, mineral oil, or bitumen caused most of 
the remainder. 


Insurance Company Statistics 


Life Insurance.—Life insurance company follow- 
up studies have the special merit that they usually 
deal with relatively large numbers of persons who 
can be automatically traced for long periods of 
time through the circumstance of their being in- 
sured. A suitable standard of comparison is avail- 
able in the experience of the aggregate body of 
insured persons of the particular type. Moreover, 
in the absence of national mortality statistics by 
socioeconomic classifications, the experience of dif- 
ferent groups of insured persons sheds some light 
on the relative prevalence of cancer in different 
socioeconomic classifications. 

Life insurance companies maintain detailed rec- 
ords of death claims, disability claims, claims for 
hospitalization, surgical benefits, and medical ex- 
pense benefits, as well as special records for med- 
icoactuarial studies and, occasionally, records of 
periodic health examinations of their employees 
also. All of these can be tapped for information 
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regarding the prevalence of cancer. It is important 
to realize, however, that the records maintained by 
life insurance companies are prepared primarily 
for administrative purposes and only incidentally 
yield information about the prevalence of cancer 
among insured persons. 

Generally speaking, from death claim records 
and records maintained on the insurance in force, 
it is possible to compute death rates by age, sex, 
and race for various classes of insured persons. The 
experience of industrial policy holders of the Met- 
ropolitan Life Insurance Company has been re- 
ported in a number of studies,’* which show for 
the years 1911-1955 the mortality rates by age, sex, 
and race from cancer of the following sites: di- 
gestive organs, female genital organs, breast, buccal 
cavity, skin, lungs and pleura, bladder, prostate, 
and other organs. Current information along these 
lines is published in the Statistical Bulletin of the 
Metropolitan Life Insurance Company. 

Because the applicant’s occupation is usually a 
major factor in determining the life insurance risk, 
such information is given on the application for 
insurance. It is often possible, therefore, to cal- 
culate the cancer mortality among insured persons 
by industry or occupation. However, occupation is 
usually available only to the insurance company 
at time of application for insurance or at time of 
death, intermediate occupations ordinarily being 
unavailable. 

The records for group life insurance (that is, 
insurance issued to groups of employees generally 
with the cooperation of and contributions from 
the employer) have been used to calculate can- 
cer death rates for all employees actively at work 
in particular industries. It should be noted that 
the cancer death rates for all employees actively 
at work in an industry so covered may not be sig- 
nificantly higher than average. Yet there may be 
some processes in that industry in which relatively 
small numbers of men are employed and which 
are associated with very high cancer death rates. 
However, it is frequently possible to determine 
cancer death rates for individual plants, and, if 
these plants concentrate on specific processes, the 
cancer death rate associated with such processes 
can be derived. A study covering the period 1927- 
1934 '” indicated significantly higher than average 
mortality among felt hat makers, tube, rod, and 
pipe mill employees, paper manufacture employees, 
hotel and restaurant workers, shoe and light leather 
goods producers, and employees of electric and 
street railways. 

In recent years a number of corporations have 
become interested in the mortality from cancer of 
specific sites among their employees, and such 
studies have been made in various industries or 
plants from group life insurance records. The cus- 
tomary procedure has been for the employer té 
approach the insurance company and request that 
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a study be made. Inasmuch as the relationship be- 
tween the holder of a group life insurance contract 
and a life insurance company is confidential, a life 
insurance company is not free to publish the re- 
sults for individual concerns. However, investiga- 
tions made on an industry-wide basis are not sub- 
ject to this restriction. At the present time, about 
36 million persons are insured under group life 
insurance policies, and these include most of the 
employees of the larger companies in the major 
industries. 

Industrial Insurance.—The records for industrial 
insurance (that is, insurance issued to individuals 
in small amounts.on which premiums are payable 
weekly or monthly, usually collected at the home 
of the insured) can be used to compile cancer 
death rates according to the occupation of the in- 
sured at the time his policy was issued. It is usu- 
ally also possible to ascertain the occupation of 
the policyholder at the time of his death. A large 
proportion of the adult males so insured are em- 
ployed in industry. About 20 million adult males 
are currently insured under industrial policies, and 
these include, chiefly, the lower paid urban wage- 
earners. 

From several studies made in the Metropolitan 
Life Insurance Company (based on the occupation 
at death), it would appear that the following oc- 
cupations have been associated with higher-than- 
average death rates from lung cancer: copper- 
smiths and tinsmiths, painters and varnishers, and 
roofers and slaters. Less definite, but suggestive, 
have been the findings for such occupations as 
machinists and mechanics, railway enginemen and 
trainmen, proprietors and bartenders of drinking 
establishments, brick and stone masons, plumbers, 
steamfitters and gas fitters, and tailors and other 
clothing workers. 

Special medicoactuarial records maintained by 
most of the larger life insurance companies on or- 
dinary life insurance (that is, insurance issued to 
individuals in amounts of $1,000 or more) lend 
themselves most readily to the computation of 
cancer death rates according to occupation of the 
insured at the time the policy was issued. How- 
ever, the last intercompany study of mortality 
among persons with ordinary life insurance accord- 
ing to occupation was made in 1937. This and ear- 
lier investigations indicated that cancer mortality 
was high among waiters and cooks, hotel keepers, 
guards, watchmen and janitors, painters and brick 
and stone masons, and tailors: and clothing opera- 
tives. When studies of this kind are undertaken in 
the future, they will probably be made under the 
aegis of the Committee on Mortality under Ordi- 
nary Insurance and Annuities of the Society of 
Actuaries. About 60 million persons are currently 
insured under ordinary policies, comprising mostly 
middle-class males in nonhazardous occupations. 
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It is important to bear in mind that the records 
maintained by life insurance companies can merely 
indicate the fact that cancer mortality has been 
high in certain occupations. It does not by any 
means follow that such cancers are occupational in 
origin. Additional investigations must be made to 
determine whether the association is causal. 

The records of accident and health insurance 
companies on operations and treatments for cancer 
provide another starting point for investigations 
of cancer mortality. However, in such instances an 
elaborate and costly machinery would be necessary 
to obtain a reasonably complete follow-up. Such a 
follow-up is automatically obtained where a person 
carries life insurance. The disability claim records 
of life insurance companies can be used as a means 
of determining the survival and recovery rates 
among persons insured under ordinary life insur- 
ance policies who submit disability claims on ac- 
count of cancer. Such disability claim records usu- 
ally contain more detailed information as to the 
site and type of cancer than do claim records. 
Furthermore, persons insured under ordinary life 
insurance policies who submit disability claims on 
account of cancer can, as a rule, be traced after 
recovery to determine the rate of recurrence of 
cancer. 

The records of periodic health examinations of 
life insurance company employees have a potential 
value for the investigation of the natural develop- 
ment of cancer in its preclinical stages, even though 
employment by a life insurance company does not 
carry any known occupational cancer hazard. 


Industrial Records 


The use of public health and insurance company 
statistics in the study of occupational cancer can 
at best only indicate areas in which detailed stud- 
ies should be undertaken. These must be under- 
taken within the industry itself and require the 
careful cooperation of several different groups. 
Since exposure within industry is far more likely 
to be greater than outside of industry, it is prob- 
able that studies conducted in the primary pro- 
ducers of a chemical will be more productive than 
studies of secondary users. Such investigations are 
difficult and time-consuming to conduct, and un- 
less planning for them is undertaken in advance, 
they may be impossible to complete. 

The reason for the lack of such planning in the 
past is found in the history of industrial medicine. 
At the turn of the century, industrial medicine was 
primarily concerned with the treatment of acci- 
dental injuries. This state of affairs still exists in 
many industrial plants, although the more pro- 
gressive industrial physician is increasingly recog- 
nizing the importance of preventive and construc- 
tive health measures. Intensive safety campaigns 
and much safety engineering have reduced indus- 
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trial accidents to the point approaching the infini- 
tesimal. Thus, only 3% or less of absenteeism in 
industry is due to in-plant accidents. The increas- 
ing importance of preventive—constructive measures 
in industrial medicine is attested by the recent rec- 
ognition granted occupational medicine as a section 
of the American Board of Preventive Medicine. 

Suspicion for the existence of an occupational 
cancer may also arise from the clinical judgment 
of the physician. Many medical advances have 
arisen out of the “clinical hunches” of well-trained 
and observant physicians. It is necessary only to 
point out that the clinical hunch can do no more 
than arouse suspicion; it neither proves nor dis- 
proves the existence of occupational cancer. How- 
ever, when the clinical hunch serves as the basis 
of careful, detailed study, it may lead to significant 
advances in our knowledge. Such clinical hunches 
may arise out of a physician’s being impressed by 
the number of cases he sees in a relatively re- 
stricted group, by corollary clinical findings in in- 
dividual cases, or even by inquiries from the work- 
ers themselves, the answers to which he may not 
know but yet feel obligated to develop. The in- 
creasing potential significance of occupational can- 
cer arising from the increased quantity and diversi- 
fication of chemicals used in or made by industry 
places an increasing responsibility on the industrial 
physician, full or part-time. 

When a suspicion has arisen, from studies of 
public health or insurance statistics as outlined 
above, by clinical judgment, or from an unusual 
location of a cancer, such as scrotum or bladder, 
that an occupational cancer may exist in a given 
industry, subsequent studies follow a pattern which 
it may be helpful to outline. The first step is to 
obtain all of the cancer cases of that industry for a 
period of time (perhaps 5 or 10 years) and to ana- 
lyze them for over-all incidence in the industry. 
It is recognized immediately that the first requisite 
is that some system of cancer reporting within the 
industry is necessary. Let us assume, for example, 
that in a given industry 50 cases of cancer have 
been reported over the past 10 years. If this oc- 
curred in an industry in which there was an aver- 
age annual employee census of 200, this would 
represent an incidence of 2,500 cases per 100,000 
per year, which would be distinctly abnormal. If 
this incidence happened in only one year, it could 
well be a statistical artifact; hence, it is important 
to have the study encompass more than one year. 
On the other hand, if this occurred in an industry 
in which the average annual census was 2,000, this 
would represent an incidence of 250 per 100,000 
per year, which would be just about the anticipated 
rate. If it happened in an industry with an average 
annual census of 20,000, this would represent an 
incidence of 25 per 100,000 per year. Such a result 
would clearly be so much below the expected that 
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it should be immediately evident that only about 
10% of the cases are actually being reported with 
the system used. Such a result should lead to a 
critical evaluation of the effectiveness of the report- 
ing system. More detailed studies would be futile 
in this stage unless the cancer being studied is of 
an unusual site, such as the scrotum or bladder. 

Let us assume, however, that an incidence of 250 
per 100,000 per year has been determined. The 
next step would be to analyze the cases by sex. 
Thus, if it were found that 40 of the 50 cases oc- 
curred in men and that about 80% of the employees 
were male and 20% were female, the incidence 
rates of the sexes would be approximately the same. 
On the other hand, if 40 of the 50 cases occurred 
in men in an industry in which only 20% of the 
population were men, it would certainly be sug- 
gestive of two situations: first, that the incidence 
in men was suggestively high (i. e., 1,000 per 100,- 
000 per year) and second, that the incidence in 
women inordinately low (i. e., 60 per 100,000 per 
year ). Both situations would warrant further study 
in an attempt to understand the causes. 

The next step in the procedure would be to pull 
out the medical record of each of the 50 cases re- 
ported and study it in great detail. The importance 
of an adequate medical record, containing a maxi- 
mum of information and documented by originals 
or copies of laboratory reports, x-ray reports, biopsy 
reports, summaries of hospitalizations, autopsy rec- 
ords, and death certificates (when death has been 
the result), now becomes apparent. In looking to 
the future, every physician, and particularly every 
industrial physician, can understand the importance 
of the maintenance of adequate industrial medical 
records. It is apparent that if the industrial medical 
record is inadequate the promise of rewarding re- 
sults from the detailed study of them is indeed 
remote. 

However, after the medical records have been 
found adequate, detailed studies of them will now 
permit the proper classification of cases. For in- 
stance, such studies may reveal that cases reported 
as lung or liver cancer are, in reality, metastases 
of cancers of different primary sites. They should, 
therefore, be reclassified as to the primary site of 
origin. In addition, it may be found that certain 
conditions initially believed to be cancer and re- 
ported as such have been found on detailed study 
to be some disease other than cancer. The initial 
report on such cases may never have been changed 
and the cases carried erroneously as cancer cases. 
Such detailed study, therefore, may lead not only 
to an alteration of the total cases reported but 
also to changes in the distribution of cancer cases 
in organ systems. 

This detailed study of the medical record also 
permits all cases to be classified by age at apparent 
onset of the disease. This study may be rewarding 
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because if it is found that the average age at onset 
of cancer, either in general or in site-specific situa- 
tions, is significantly lower than in the general 
population this itself may be justification for pur- 
suing the studies further. 

The next step in the procedure is to obtain an 
occupational history on the individuals with cancer. 
This is not an easy task, since the individual him- 
self, if still living, may not remember all of the 
various occupations he has been involved in, even 
within one industry. At this point, the personnel 
and/or payroll office may be of great assistance to 
the investigator. Because it is necessary for in- 
dustry to know the cost of its finished goods, cost 
accounting records are usually maintained. Since 
different jobs may demand different rates of pay, 
it is frequently possible by reviewing such records 
to follow a man’s career within an industry in quite 
specific detail, at least as far as different depart- 
ments and the major classifications within each of 
these departments are concerned. A study of such 
occupational records may then provide a further 
clue for the continuation of these studies. Thus, if 
an inordinate number of cancers appear among 
one group of workers or if cancers of a specific site 
all occur in men with a long service in one depart- 
ment, further detailed studies again may be war- 
ranted. 

At this stage, the numerator of the incidence 
equation is available, but the denominator is not. 
This equation is as follows: Incidence (cases per 
100,000 per year) = total number of cases for n 
years + population at risk « n x 100,000. Let us 
assume that, at this point, examination of the rec- 
ords shows that there are 10 cases of lung cancer 
among gadget wreckers. Further review of the 
records discloses that among these 10 persons the 
minimum service as a gadget wrecker is nine years. 
Two more men have had 10 years of such service, 
one 11, two 13, one 15, one 18, one 23, and one 25 
years. It would then be extremely helpful to the 
physician if he were able to obtain from the per- 
sonnel department the number of men who have 
worked nine years or longer as a gadget wrecker. 
This figure would supply him with the denomi- 
nator in the above equation. Thus, if our study en- 
compasses 10 years, ending Dec. 31, 1955, and 100 
men have worked nine years or more as a gadget 
wrecker by that date, the equation becomes as 
follows: Incidence = 10~—100 10x 100,000=1,000 
per 100,000 per year. This incidence of lung can- 
cer is some 30 times the expected incidence in men 
of all ages and about 14 times the expected inci- 
dence in men over 45 years of age. 

It might appear that the study is now complete, 
but actually it should proceed further. The next 
step would be to obtain from the personnel depart- 
ment the names of all men who have ever, regard- 
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less of the duration of such work, worked as a 
gadget wrecker. Then the medical records of each 
of these men should be reviewed in order to insure 
that no cases of cancer have been overlooked. Ex- 
perience in occupational cancer studies has shown 
that this review may frequently uncover proved 
cancer cases among these medical records, which, 
for one reason or another, may have escaped re- 
porting. It is conceivable that such studies will 
reveal cases with an exposure time which is less 
than the previous minimum uncovered in the re- 
ported cases and, hence, may require revision of 
the population at risk. This type of analysis of 
medical records will insure that no cases have been 
missed. The collection of data on total employment 
in the department will permit analysis of cancer 
data in a variety of ways, most of which will give 
negative results which only serve to establish more 
firmly the significance of the positive results in the 
more selected groups. Thus, analysis of incidence 
rates for all men employed one day or longer, 5 
years or longer, 9 years or longer, and 15 years or 
longer may show no sstatistically significant in- 
creased incidence until] employment has exceeded 
9 years, and an increasingly significant increase the 
more employment has extended beyond 9 years. 
It is obvious from what has been said that when 
the incidence rates have been determined they 
should be analyzed for statistical significance in 
comparison with the expected rates in the general 
population. This analysis should generally be per- 
formed by someone well acquainted with statistics 
as applied to biological problems. This is important 
because a four-fold or five-fold increase in inci- 
dence, which may appear on the surface to be sig- 
nificant, may really not have any significance sta- 
tistically because of the small number of cases. 

In addition, consideration should be given to the 
possibility that a difference in the characteristics 
of the industrial population and the general popu- 
lation with which it is compared may account for 
the observed difference in incidence. The incidence 
of cancer of specific sites is known to vary by age, 
sex, race, and geographical region, so that the pos- 
sible effect of these factors should be investigated 
in the interpretation of differences in incidence 
rates. 

Finally, when these rates have been determined, 
one last step may be worthwhile. This is to go to 
the foreman of the operation involved and inquire 
about the existence of shift books. A careful study 
of such shift books may reveal a pattern of occu- 
pation by subdivisions in the department which 
cannot be determined from the records maintained 
by the personnel and/or payroll office. It may be 
found that, although 100 men work in a depart- 
ment, perhaps only one-half or one-quarter of them 
are involved in one particular operation of the de- 
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partment and that all of the specific cancer cases 
are to be found among those men performing this 
specific operation. This final study may be of great 
importance from two standpoints: first, it may in- 
crease the significance of the incidence rates, and 
second, it may serve to pinpoint the exposures and, 
hence, lead to the easier detection of the carcino- 
genic agent and, thus, to its ultimate control. 

It is necessary to point out that, in small indus- 
tries with a heavy labor turnover and also in cer- 
tain industries with problems peculiar to the in- 
dustry, such as the construction industry, industrial 
medical records may be quite incomplete or even 
lacking. In such cases, obviously, the above tech- 
niques cannot be applied. Other methods, such as 
the use of social security records or high-caliber 
union medical services, may need to be developed 
for statistical, epidemiological studies of this na- 
ture. In these cases, again, the first requisite will 
be the collection and periodic analysis of adequate 
medical records. 

From what has been said above, it can be seen 
that occupational cancer studies even within an in- 
dustry can be laborious, time-consuming proce- 
dures. There are no real shortcuts to such adequate 
studies, and attempts to perform “quickie” or ill- 
conceived studies may lead to very misleading re- 
sults. Adequate studies require the services of a phy- 
sician who is interested in such studies and trained 
well enough to determine the adequacy of medi- 
cal records. He must also have enough familiarity 
with the industry being studied in order that occu- 
pational histories will have some meaning to him. 
He must, in the course of such studies, enlist the 
support of the personnel and/or payroll depart- 
ments, a competent biostatistician, the foreman, 
and other groups within the industry, including, 
particularly, engineers and chemists who are fa- 
miliar with the operations being studied. Finally, 


he needs, for comparative purposes, age, sex, and — 


site-specific incidence rates for the general popula- 
tion and for segments of the population more com- 
parable to those he is studying, if his group differs 
in any significant way from the general population. 

The above comments outline certain require- 
ments for the future which will greatly assist in 
the performance of occupational cancer studies. 
First, and most important, are adequate industrial 
medical records. Second is a mechanism of record- 
ing and reporting disease which is capable of peri- 
odic analysis. This suggests McBee sort cards and 
IBM or other mechanical methods of analyzing 
data. Third is a mechanism of recording occupa- 
tions and the occupational exposures of various 
segments of the working force. These occupational 
data must be capable of mechanical analysis so 
that a periodic running survey of occupational ex- 
posures, including their length, may be correlated 
with the medical data. If industry and industrial 
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physicians become cognizant of the demands which 
will be made of them in the future and plan at 
this time for the recording of data so that they 
can be analyzed, it will be possible for them to 
become aware of any significant shifts in the inci- 
dence of disease, including occupational cancer, in 
the working force. The earlier such shifts are rec- 
ognized, the sooner can their causes be studied 
and understood. This in turn will lead to the con- 
trol of significant exposures and the genuine frui- 
tion of industrial medicine, whose confines lie 
within the preventive—constructive framework of 
medicine. These comments, although true of occu- 
pational cancer, are equally valid for all occupa- 
tional disease. The methodology can be applied 
equally successfully by the industrial physician, the 
private physician, the public health physician, and 
the union physician, but, because of the need for 
assistance from other groups within industry, it 
will probably be most successfully applied by the 
industrial physician. It will become important for 
industry to know that its engineering controls are 
keeping pace with its technological developments, 
and this can most effectively be done through stud- 
ies comparable to those outlined above. 


Summary 


In the majority of cases, occupational cancer 
cannot be distinguished, morphologically, from 
cancer not due to occupation. As a result, the diag- 
nosis of occupational cancer is more difficult than 
the diagnosis of many other occupational diseases. 

The suspicion for the existence of an occupa- 
tional cancer hazard may arise from clinical ob- 
servations, from public health statistics, or from 
the statistics available from insurance companies. 
The value and limitations of each of these must 
be realized. Failure to realize the limitations of 
these methods may lead to misleading conclusions. 
Failure to appreciate their value may result in 
overlooking important leads for further detailed 
studies. 

In modern industry, with the tremendous expan- 
sion in the manufacture and use of chemicals, some 
of which may be carcinogenic, the responsibilities 
of the medical profession for detecting new occu- 
pational cancers have been increased. The first 
requisite in such studies is the maintenance of 
adequate medical records by competently trained 
physicians. In addition, it will be necessary to main- 
tain adequate employment and occupational rec- 
ords. The correlation of cancer with occupation 
must be made from these records with a full ap- 
preciation of the natural history of nonoccupational 
cancer, such as its age, sex, and site distribution. 

Specific increases in age, sex, and site-specific 
cancer incidence above normal incidences for the 
same age, sex, and site represent the only reliable 
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evidence for the existence of an occupational can- 
cer hazard. The importance of normal incidence 
rates in the general population, to serve as a base- 
line control, is therefore self-evident. Further, a 
careful methodology for occupational cancer studies 
from industrial medical and occupational records 
is required. 

The important aspect of occupational cancer 
studies lies in the fact that an understanding of 
the disease will permit its control and, ultimately, 
its complete prevention. With modern engineering 
methods and control and protective devices, pre- 
vention can be achieved at reasonable cost. 
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laboratories is determined by obsolete analytical methods which yield false 
values. Instead of the actual glucose content of the blood, these values repre- 
sent glucose equivalents of the combined copper reducing power of glucose plus 


Bt SUGAR DETERMINATIONS.—Blood sugar in the majority of clinical 


other substances—such as glutathione, ergothioneine, uric acid, amino acids—which 
are entirely unrelated to blood sugar. The reducing power of these substances varies 
with the several reagents employed, so that the sugar values are distorted to variable 
degrees. Thus the non-sugar reducing matter adds to the actual sugar content 10-15 
mg. percent in the Hagedorn-Jensen method, 15-25 mg. per cent in the original 
Folin-Wu method 25-35 mg. per cent by the old Shaffer-Hartmen method. In con- 
sequence, different laboratories report for the same sugar concentrations a variety 
of figures which allow no basis for comparison. This situation has been, and still is, 
the source of much confusion and misunderstandings. For 28 years now we have 
been using methods which give the true, correct sugar values. Since these are at 
least as simple as the methods which yield false values, there is no justification what- 
ever for the inertia that keeps false values in circulation—Michael Somogyi, Ph.D., 
Sugar Tolerance Tests: Their Relation to Diabetes and the Nature of Diabetes, Pro- 
ceedings of the Forty-fifth Annual Meeting of the Medical Section of the American 
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MEDICINE AT WORK 


AT LAST—A HOSPITAL TO FIT DOCTOR-PATIENT NEEDS 


Milton Golin 


In Hartford, Conn., last month a middle-aged in- 
surance executive checked into a hospital] for an 
appendectomy. His doctor did a fine job and so did 
the hospital, which provided adequate nursing 
service, up-to-date facilities in the operating room 
and beside his bed, and prompt attention to his 
other needs. At the end of seven and a half days 
the patient paid a hospital bill of $229.20 and went 
home. 

Good hospital care? The doctor had no specific 
complaint and neither did the patient—except per- 
haps to wonder how hospital costs have gone up in 
recent years. The fact of the matter is that for most 
of those seven and a half days the insurance man 
was exposed to care that was too good. He was 
paying for a great deal of institutional equipment 
and services that need not have been kept in readi- 
ness for him. 

These included bedside oxygen and _ suction 
equipment which might have benefited a victim of 
a heart attack—but not him; a special bed with 
tucked-away pulley devices which would have 
helped a patient suffering from multiple fractures 
—but not him; and the continual availability of ex- 
pert nursing surveillance which might have been a 
godsend to a patient with asthma—but not to him, 
at least not after the first day or two. 

As things stand now in a large number of the 
7,000 hospitals in the United States, almost every 
patient, no matter what his condition (except, per- 
haps, those in obstetric and pediatric units), has 
closely available to him the same equipment, the 
same facilities, and the same services as the next 
patient—and he has it throughout his hospital con- 
valescence. Whether he underwent a critical oper- 
ation yesterday or is sprucing up for departure in 
an hour, all the complex forces of the hospital are 
poised near at hand for his immediate service. Of 
course, if he is that asthma sufferer beginning to 
gasp for air, he may wonder how long it will take 
to summon a nurse from among those busy with 
patients who make relatively trivial demands. 

How can this part-time waste of physical plant, 
specialized equipment, and expensively trained 
medical talent be reduced in order to give patients 
better hospital care for their money? 

Pretty much the same question of cost and qual- 
ity troubled Dr. Lowell T. Coggeshall in the spring 
of 1956 when he was appointed special assistant to 


the Secretary of Health, Education, and Welfare. 
Dr. Coggeshall (now dean of the University of Chi- 
cago’s division of biological sciences) decided to 
launch a committee study to find some answers. 
The first launching brought much viewing with 
alarm and wringing of hands—but no accumulation 
of pertinent data which might lead to a solution. 

Then Dr. Edward T. Thompson, already alerted 
to the problem, began putting some twos and twos 
together, in his recollection of the experiences of a 
few hospitals, and getting some interesting fours. 
This led to more memory-jogging and more study 
of some seemingly unorthodox but effective prac- 
tices at several other hospitals. 

As chief of intramural research activity for 
HEW’s division of hospital and medical facilities, 
Dr. Thompson was in a position to direct his own 
Public Health Service study of the problem, rather 
than farm out the research with federal grants. Lit- 
tle by little he began uncovering evidence of a new 
trend in hospital care developing in the United 
States. He knew that, like a jigsaw puzzle, these 
pieces of evidence merely needed gathering and 
putting together to produce a full-dimensioned pic- 
ture of what was happening. 


How It Started 


Dr. Thompson believes that the trend began de- 
veloping shortly after World War I, when an in- 
crease in the number of major surgery cases led 
more and more hospitals to establish postanesthesia 
recovery rooms, where unconscious patients could 
be placed under intense and continual surveillance. 
(Of course many hospitals for years have had 
special units for the care of premature infants. ) 

“Soon,” said Dr. Thompson, “internists and other 
physicians saw great benefits in these specialized 
facilities. They, too, arranged for intensive services 
to tide over patients stricken with critical heart, 
pulmonary and other conditions. At first, the hos- 
pitals restricted confinement of patients to only five 
or six specified hours of the day, usually the after- 
noon. When doctors expressed the need for evening 
use, too, a number of hospitals made intensive care 
facilities available around the clock on a short- 
term basis.” 

Thus began what is now being recognized by 
more and more physicians as “Progressive Patient 
Care”—the systematic classification of patients ac- 
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cording to their medical needs. Dr. Thompson 
found only sketchy references to this system in 
hospital journals and other professional literature. 
It was largely a matter of poor communications— 
a hospital administrator in, say, Montana, not 
knowing about a hospital in Kentucky where pa- 
tients were getting more effective service through 
an intensive care unit. 

In February of 1957 Dr. Thompson decided to 
survey the extent of this trend. He located 20 hos- 
pitals which had intensive care units. He found 
others which lacked these units but did have 
special provision for patients to care for themselves 
during diagnostic examination, dietary regulation, 
daily physical therapy, and other treatment requir- 
ing minimum service of highly trained nurses. 

In April of last year Dr. Thompson learned that 
Mr. Edward J. Thoms, administrator of the 180- 
bed Manchester Memorial Hospital in Manchester, 
Conn., was putting into action a bold plan which 
combined both these extremes of care into a three- 
phase program—gradually placing the patient in 
transition from special surveillance to self-help. (Or, 
the mobility might work in reverse—from, say, a 
diagnostic examination in the self-help unit, to 
surgery and the intense care unit, and then back 
to self-service by way of an intermediate care 
unit.) These divisions were representing broad 
areas of patient care—vet shading into one another 
to form a continuum of care based on medical need 
as determined solely by the patient's doctor. 

Before long, Progressive Patient Care at Man- 
chester was providing a higher level of service in a 
shorter period of time. Last July, encouraged by 
preliminary results, the Public Health Service de- 
cided to finance a detailed and continuing study of 
the Manchester experiment by a team of experts. 
There were to be no recommendations—just close 
scrutiny of the system in operation. 
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Meanwhile, the concept of Progressive Patient 
Care, abbreviated in medical circles to “PPC,” was 
fast becoming known in scattered parts of the na- 
tion. By February of this year a tally of the number 
of hospitals handling patients in stages similar to 
the Manchester plan came to 30—a rise of 50% in 
a year. Last week the Public Health Service found 
nearly 150 hospitals in that degree of development. 

“This whole idea is spreading rapidly,” Dr. 
Thompson said last week in his Washington office. 
“Its ramifications are breath-taking. Many hospital 
administrators and practicing physicians see PPC 
as much more than a system of improved care. If 
it is accepted along proper guide lines by the hos- 
pitals of our country, a lot of other things could 
change for the better.” 


Changes Possible 


These are some of the wide-ranging beneficial 
changes he sees in the realm of possibility: 

—Because only the doctor would decide when his 
patients were ready for transfer from one zoned 
unit to another, he would be brought into more 
intimate contact with the hospital than he is under 
most existing conditions. 

—Installation of expensive equipment in only one 
section of the hospital, the intensive care unit, 
would bring about substantial reduction in over-all 
construction and operating costs. Design and 
architecture of the buildings also would be changed 
greatly. 

—In turn, this prospect of accumulated savings 
might very well bring costs within the means of 
communities which now—in the midst of recession— 
are struggling with the problem of financing new 
hospitals or enlarging existing ones. 

—Concentration of the most thoroughly trained 
nurses and ancillary medical personnel in the in- 


Physicians stand by at an intensive care unit similar to the one under close study by a Public Health Service team. Scene at 


left is in Philadelphia General Hospital. At right is artist’s conception of hotel room atmosphere of a self-service unit in Man- 


chester (Conn. ) Memorial Hospital, where the PHS study is centered. 
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tensive care units would allow more effective use 
of their skills. This is particularly important at a 
time of severe shortages in these fields. 

—With more effective care, concepts of medical 
economics regarding so many hospital beds per so 
many thousands of population would be adjusted to 
more meaningful levels. 

—Placing the patient in zones of medical need 
also would indicate the need for a new approach 
to prepayment hospital plans in which zoning costs 
might be covered—rather than through the present 
per diem subsidy according to socioeconomic 
standards by type of accommodation. In other 
words, policy holders might have the option of 
paying premiums for all three zones of hospital 
care, two zones, or one—with uncovered costs being 
paid out of pocket as a sort of deductible feature. 

“And at last,” Dr. Thompson adds, “there is the 
potential here for truly comprehensive internship 
and residency training to cover the combined ex- 
perience of varied intensive care conditions in a 
single section of the hospital. Such an arrangement 
might expand or supplement the present systems of 
straight or rotating internship training in segregated 
medical, surgical, orthopedic, obstetric, and pedi- 
atric wards. 

“Of course, these possibilities for progress rep- 
resent great changes—changes which may be diffi- 
cult to assess in the light of many decades of 
familiar hospital practices. Yet, over a period of 
time, they definitely could become realities from 
widespread acceptance of progressive patient care 
as the best kind of care.” 

Dr. Thompson is not alone in his optimism. Last 
December, shortly before details of the PPC plan 
were related to a House appropriations subcom- 
mittee, Dr. Leroy E. Burney, surgeon general of 
the Public Health Service, announced: “We hope 
this study at Manchester Memorial Hospital will 
lead to greatly improved patterns of hospital care 
at less expense to patients.” 

The House subcommittee at that time also was 
told of the possibility of adding two more stages 
to PPC—an adjoining hospital unit for long-term 
care patients, and a home-care program to smooth 
a patient's transition from a self-help unit. On this 
point, Dr. Burney said, “Tens of thousands of older 
persons have been kept in general hospitals for 
prolonged periods beyond the time they need or 
even can benefit from ‘full-dress’ services.” 


A. M. A. Participation 


In February, as the study at Manchester Memo- 
rial Hospital was gathering steam, Dr. Thompson 
and members of the project team met with officials 
of the American Medical Association to report 
progress and preliminary findings. A. M. A. interest 
in PPC stems from the medical profession’s con- 
tinuing search for better total care for the patient. 
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In seeking the services of a medical advisory 
committee for the Manchester study, Dr. Thompson 
has had the help of (among other advisors) the 
A. M. A. Council on Medical Education and Hos- 
pitals and Council on Medical Service, the Amer- 
ican Hospital Association, and the Joint Commission 
for the Accreditation of Hospitals. 

Dr. Thompson reports that so far more than 
5,300 hospitals have replied to a survey on inten- 
sive care and self-help units. Analysis of these re- 
turns is now being completed. Meanwhile, all 13 
members of the project team at Manchester are 
completing their own evaluations of patient re- 
covery there, acceptance of the new system, utiliza- 
tion of medical and nursing personnel, and costs to 
both patients and the hospital. 

Late next month the combined findings will be 
presented to the surgeon general in the form of an 
initial report, “A One-Year Study at Manchester,” 
along with a matrix of problems that require further 
investigation. The next step, says Dr. Thompson, 
will be publication of a guide for use by hospitals 
throughout the country, describing key problems 
in setting up Progressive Patient Care units, and 
including drawings of schematic models of the dif- 
ferent types of units. 

Already there is some solid evidence from Man- 
chester that patients are not only getting better 
care under PPC but are experiencing a_ briefer 
hospital stay at less cost to them and to the hospital. 
According to comparative figures there, the middle- 
aged insurance executive cited earlier as the appen- 
dectomy patient in a nearby Hartford, Conn., 
hospital would probably have been released from 
Manchester Memorial in six and a half days (in- 
stead of seven and a half in Hartford) and would 
have paid a bill of $183.88 (a saving of $45.32). 
The same comparative data show that the Man- 
chester hospital, under its PPC system, can figure 
an inventory of no more than $337 per bed, com- 
pared to an average inventory cost of $353 per bed 
in Connecticut hospitals offering a conventional 
single-phase system of patient care. 


Varying Room Rates 


One reason for the saving to patients is varying 
room rates. The scale at Manchester Memorial Hos- 
pital for accommodation in an intensive care unit 
(with continual nursing surveillance of four beds ) 
is $22 a day. The rate drops to $16 when the pa- 
tient is moved to an intermediate care unit, and to 
$8 a day in a self-service unit—where service by 
registered nurses is at a minimum, the patient is 
able to care for his own toilet, and he goes to the 
hospital cafeteria for his meals. 

“While individual costs may be less under PPC,” 
says Dr. Thompson, “this of course is not the 
system’s most significant feature. The really big 
advantage lies in much better care for the patient's 
hospital dollar.” 
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While Dr. Thompson oversees the Manchester 
study from his Washington office, the field project in 
Connecticut is being led by Dr. Faye G. Abdellah, 
who is on detail from the division of nursing re- 
sources of the Public Health Service. Others on the 
13-member team include a biostatistician, physi- 
cians, nurses, a cost analyst, a dietitian, an archi- 
tect, an equipment analyst, an operations research 
specialist, a medical records librarian (Mrs. Ada- 
line C. Hayden of the A. M. A.), and a social 
scientist and psychologist (who gauge the system’s 
acceptance by patients, their families, and the Man- 
chester community ). 

The work of this group might very well set off 
a chain reaction of improved hospital care—bene- 
fiting the more than one million patients who are 
in the hospitals of our nation every day of the 
year. To what degree PPC will influence planning 
for new hospitals and for the expansion of existing 
ones is impossible to gauge at this time. For all 
its promise, for all its status as a leading exponent 
in a decidely growing trend, PPC at Manchester 
still is not really too far beyond the experimental 
stage. Even under the best guide lines, acceptance 
of any radical concept—no matter how much im- 
provement it indicates—can be a painful process. 

Yet, in this period combining great cost-con- 
sciousness with great health-consciousness, even 
the preliminary evidence of PPC’s established suc- 
cess in Manchester might provide impetus for the 
hospital expansion which our nation so sorely needs. 
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For example, two months ago—well before favor- 
able results of the Manchester project were made 
known—the Hospital Planning Council for Metro- 
politan Chicago was created with the objective of 
meeting hospital needs more economically and 
efficiently than in the past. This already is being 
done at Manchester. The Council announced it 
would try to solve the problem of how “duplication 
of expensive resources can be minimized and how 
old hospitals can be adapted for future use.” This 
also is being done at Manchester. 

Other objectives of the Chicago council are to 
care for the sick “in accordance with the measured 
needs for these services” and to “provide a means 
whereby the interests of the hospitals and the 
medical profession may be more closely correlated.” 
The fact that PPC is meeting these objectives, too, 
along with the others, is really no coincidence. 
Chicago's search for solution of its hospital problem 
is typical of the plight of scores of communities 
throughout the United States. It just happens that 
the broad problem is being crystallized for possible 
solution in Manchester. 

In gauging whether the study at Manchester will 
set a national pattern, it is too early to suppose that 
probability will overtake possibility. But it is not 
too early to predict that the experience there, after 
being relayed as an official report to the Public 
Health Service in a few weeks, will evoke serious 
consideration of the organization and re-alignment 
of function of the 7,000 hospitals in the United 
States. 


with respect to numbers of organisms killed and the speed of killing, erythro- 


STAPHYLOCOCCI.—Although hardly comparable 


mycin and chloramphenicol in combined large dosage have proved to be an 
effective combination to control growth of penicillin-resistant organisms. These two, 
with perhaps bacitracin for a few days, have proved to be as effective a combination 
in therapy of human infections as has been described. . . . It has been our impres- 
sion, both in vitro and in vivo, that staphylococci whose resistance to penicillin is 
greater than 0.15 u/ml. produce penicillinase and are for practical purposes, peni- 
cillin-resistant. Penicillin in clinical therapy is useless in infections caused by those 
strains of staphylococci. Similarly, other single-drug therapy has resulted in increas- 
ing numbers of strains of staphylococci resistant to multiple other agents. In such 
circumstances the agent is of no clinical value either. Irrespective of the importance 
of the epidemiologic aspects of penicillin-resistant staphylococci, it cannot be con- 
cluded that the infection hits only old persons in the hospital whose admission was 


necessitated by some other debilitating, noninfectious disease. . 


. . They do, how- 


ever, probably occur more often in patients receiving antibiotics for some non- 
specific “prophylactic” reasons than in patients not so “protected.” To date, no 
agent or combination of them is as efficacious as pencillin was in the era when 
the majority of isolated strains were sensitive to it—Paul Bunn, M.D., Aldona 
Baltch, M.D., Winifred Osborne, B.S., and Leonard Canarili, B.S., Staphylococci: 
On the Obiquitous Nature of Human Infections and Their Control by Antimicrobial 
Agents, Singly or in Combination, Annals of Internal Medicine, January, 1958. 
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WHY DO FEMALES LIVE LONGER? 


T IS difficult to explain sex differences 
in mortality and longevity. These differ- 
ences are being widely publicized as ex- 
pectation of life at birth in the United 
States approaches three score years and ten. More- 
over, the United States population census of 1950 
was the first one to reveal more females than males 
—a surplus now approaching 2 million. This surplus 
of women is more pronounced among the higher 
age groups. In fact, some demographers point to 
the prospect of “a nation of old ladies.” Lower mor- 
tality among females increasingly offsets and coun- 
terbalances the excess of male births. 

Expectation of life at birth is about 73 years for 
white females and only 67 years for white males; in 
1940 the excess for females was only four years. 
Expectation of life at birth is a severely qualified 
forecast. Currently, 1,000 white girl babies born 
during the year would be expected to live a total of 
73,000 years if their mortality during each suc- 
cessive year of life were the same as now prevails. 
Few demographers would care to predict that age- 
specific mortality rates will remain unchanged, even 
in the 21st century, until all of these 1,000 babies 
have died. Likewise, the statement that 1,000 white 
male babies can be expected to live a total of 
67,000 years, or an average of 67 years, is based 
upon the continuation of current age-specific mor- 
tality rates during their entire lifetime. 

Whether this sex differential in longevity in- 
creases or decreases or will be greater or smaller in 
1975 than it was in 1950 is a matter for speculation. 


1. Vance, R. B., and Madigan, F. C.: Differential Mortality and 
“Style of Life’’ of Men and Women: Research Design, Trends and 
Differentials in Mortality, New York, Milbank Memorial Fund, 1955, 
pp. 150-163; Differential Sex Mortality: A Research Design, Social 
Forces 35:193-199 (March) 1957. Madigan, F. C.: Are Sex Mor- 
tality Differentials Biologically Caused? Milbank Memorial Fund 
Quarterly 35 :202-223 (April) 1957. 
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Explanations of the current difference of six years 
are far from complete. Natural scientists are for- 
ever reminding us that the female outlives the male 
in most species of the animal kingdom where the 
question of longevity has been carefully studied. 
Longer life of women has been attributed to lesser 
pressures of living. Whereas a man has to work 
under greater strains in a highly complex civiliza- 
tion, women are aided in the release from house- 
hold duties by all manner of appliances. The mor- 
tality risks of childbearing are very minor today, 
as attested by the precipitous decline in maternal 
mortality rates. Women can devote more of their 
time to leisurely living, especially as their children 
grow older. 

Two sociologists, Professor Vance and Father 
Madigan,’ call this social explanation of sex mor- 
tality differentials sex differences in the “style of 
life.” They tested this by comparing the mortality of 
American Catholic religious brothers and sisters, 
who face somewhat similar occupational hazards, 
do not have families, and in general are subject to 
somewhat similar pressures of living; that is, the 
differences between the sexes in the “style of life” 
were considered minor. These two investigators 
reasoned that, if they found no sex differentials in 
mortality in this control group, the sex variations in 
the “style of life” could largely explain the lower 
mortality enjoyed by females generally in the 
United States. But the nuns (sisters) had lower 
mortality and lived longer than their male counter- 
parts (brothers)! Expectation of life at birth in 
this control group was four years, or 10%, greater 
for the females than for the males. Since this excess 
of 10% in length of life for females was matched by 
a similar difference of 10% in favor of white females 
generally in the United States, the investigators 
concluded that “style of life” was not an explana- 
tion of lower mortality or longer life among fe- 
males. Apparently the scientific explanations for 
longer life among females must be biological rather 
than social. 


MENTAL HEALTH WEEK 


The 10th annual observance of mental health 
week will be held this year from April 27 to May 4. 
The co-sponsors are the National Association for 
Mental Health and the National Institute of Mental 
Health. The theme for the 1958 observance is, 
“With Your Help, the Mentally II] Can Come Back.” 
Emphasis is being placed in four major areas: 
(1) improved care and treatment for patients in 
mental hospitals; (2) expanded services for the early 
detection and treatment of mental and emotional 
illness; (3) more adequate rehabilitation services 
for the improved or recovered mental patient; 
and (4) expanded research into the causes, preven- 
tion, and treatment of mental illness. 

Some gains have been made during the past few 
years. New methods of treatment, including the use 
of new drugs, are restoring more mentally ill pa- 
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tients to health. The stigma surrounding mental 
illness has been reduced. Additional research is get- 
ting underway, although for each patient being 
treated for mental illness we are still spending less 
than $4 per year on research to find new ways of 
prevention, treatment, and rehabilitation. Commu- 
nities are providing more facilities for diagnosis 
and treatment of the mentally ill. 

These and other gains are small in comparison to 
the unmet needs of the mentally ill. Mental illness 
remains the number one health problem of the 
nation. Over one-half of all the hospital beds in the 
United States are occupied by persons suffering 
from mental illness or disability. In addition to the 
more than 750,000 persons hospitalized because of 
mental disorders it is estimated that 16 million per- 
sons suffer from some form of mental or emotional 
disorder and are in need of psychiatric care. 

Most of the hospitalized mentally ill are cared 
for in the state hospitals of the nation. These hos- 
pitals are for the most part overcrowded and under- 
staffed to such an extent that many thousands of 
patients are doomed to chronic and often hopeless 
invalidism. 

The average per diem cost per patient in the 
state hospitals of the United States for 1956 was 
$3.27. In 1957 this had increased to $3.64. The state 
with the lowest per diem cost per patient spent 
$1.85, the state with the highest spent $5.47. The 
District of Columbia spent $5.75, while the cost per 
patient per day in Veterans Administration neuro- 
psychiatric hospitals was $10.31. 

The average expenditure of $3.64 per day per 
patient in the state hospitals and the substandard 
care given constitute a national disgrace. The phy- 
sicians of the nation need to be made aware of the 
enormity of the problem and stimulated to assume 
their responsibility to see to it that the patients in 
these hospitals receive the type of treatment and 
care to which they are entitled. Physicians not only 
have the responsibility to do this but are in a 
unique position to provide effective leadership to 
an increasing number of citizens and citizen organ- 
izations that are becoming aware of the problems 
and are mobilizing for corrective action. 

A more hopeful aspect of the mental illness prob- 
lem is the increasing interest of physicians and hos- 
pital administraters in providing psychiatric serv- 
ices as part of the general hospital care program, as 
well as maintaining private mental hospitals. In 
1956 there were 209 private hospitals and 393 psy- 
chiatric services in general hospitals in the United 
States. As these facilities are increased more pa- 
tients will be given prompt and intensive therapy 
and for most of whom the prognosis will be early 
restoration to mental health. 

The American Medical Association played a vital 
role in the establishment of the Joint Commission 
on Mental Illness and Health and is continuing to 
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assist in its work. It is hoped that this commission 
will soon make available to all legislative bodies 
and other interested groups outlines of those pat- 
terns of patient care most likely to restore the men- 
tally ill to good health. Even more important, this 
commission may discover new principles of mental 
health and formulate them with those already 
known, to the end that the incidence of mental ill- 
ness can be significantly reduced. 

An opportunity for great service is presented to 
all physicians to help in the observance of mental 
health week. 


NEW ERA IN HOSPITAL CARE? 


Since April of 1957 the Manchester (Conn.) 
Memorial Hospital has been serving patients and 
physicians in an entirely new approach to institu- 
tional therapy, called Progressive Patient Care. It is 
a comprehensive system designed to adapt hospital 
facilities to the patient, rather than the other way 
around. As a Medicine at Work article points out on 
page 2180, the Manchester concept of care (refined, 
actually, from the experiences of a number of other 
hospitals) may foreshadow new thinking, new 
planning, and new policies in many of the 7,000 
hospitals of the United States. Events at Manches- 
ter seem to impinge upon nonmedical as well as 
medical phases of the vast hospital field whose 
physical assets are estimated at 13 billion dollars. 
These phases include economics, internship and 
residency training, community relations, nurse and 
other ancillary personnel supply, architecture, doc- 
tor-hospital relationships, and health insurance 
plans. 


HIGH-PRESSURE TELEPHONE SECURITIES 
SALESMEN 


An increasing number of complaints against 
high-pressure telephone security salesmen has been 
received by the regional office of the U. S. Securi- 
ties and Exchange Commission in New York City, 
and among the victims of their nefarious conduct 
has been a considerable number of physicians. The 
New York state attorney general and the Securities 
and Exchange Commission some time ago pub- 
lished a 10-point guide to alert the public against 
fraudulent securities practices, but the number of 
complaints still mounts. The commission has for- 
warded a letter and the guide to THE JourRNAL 
(page 2213) in the hope that members of the med- 
ical profession thus will be enabled to avoid the 
pitfalls involved in the purchase of securities from 
unknown sources. The 10-point guide is stated 
simply and clearly, and the investing physician 
will find it useful. 


A MONTHLY MESSAGE 


“The most important field of medical service in 
the future undoubtedly will be among the older 
people.” I made this observation at the Governor’s 
Conference on Medical and Hospital Services in 
Trenton, N. J., a little more than a year ago. 

It is pleasing, therefore, to tell you that this 
month the American Medical Association has joined 
with the American Dental Association, the Ameri- 
can Hospital Association, and the American Nursing 
Home Association to form the Joint Council to Im- 
prove the Health Care of the Aged. Every effort 
will be made to provide the best possible health 
care for America’s older citizens and to aid in the 
solution of their various health problems. 

I personally am delighted to be one of A. M. A.’s 
three representatives, along with Drs. Gunnar 
Gundersen, A. M. A. President-elect, and F. J. L. 
Blasingame, A. M. A. General Manager, on this 
potentially history-making joint council. We prom- 
ise to uphold its objectives: “To identify and ana- 
lyze the health needs of the aged, to appraise the 
available health resources for the aged, and to 
develop positive health care programs regardless of 
the economic status of the aged.” 

Your A. M. A. also pledges its full resources, in- 
cluding manpower and idea power, in working 
through the joint council for the health and well- 
being of the present 14 to 15 million persons in the 
over-65 age group and the millions who will come 
into this bracket in future decades. 

Because our profession has been largely respon- 
sible for constantly increasing the life span of man 
in the United States, it is only fitting that medical 
doctors do all within their power to develop pro- 
grams and facilities tailored to meet the health 
needs and finances of the aged. 

The A. M. A.’s Committee on Aging and the 
Council on Medical Service have provided active 
and aggressive leadership in the field of health care 
for the aged. Your A. M. A. recognizes, however, 
that the solution of the problems of the aging for 
the present and future demands joint planning by 
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medicine and other major providers of health care 
to the aged. Therefore, the joint council has been 
established to coordinate the efforts of the partici- 
pating associations, to intensify the research of 
each sponsoring group, and to activate projects as 
rapidly as possible. 

Individual members of the joint council already 
have undertaken special studies of the economic 
assets and resources of the aged, the extent and 
adequacy of voluntary health insurance for the 
over-65-year group, the utilization by the aged of 
hospital and nursing home facilities, and the review 
of all health programs of special value to the aged. 

In addition, the joint council is reviewing exist- 
ing facilities with special reference to the aged, par- 
ticularly nursing home facilities with the hope of 
improving and increasing them. Another facet of 
the joint council’s broad-range program will be to 
work closely with health insurance groups in an 
effort to improve the coverage of the aged and to 
see that their insurance dollars go further. 

The joint council also believes that much can 
be done for older persons by the states and com- 
munities and it hopes to promote increased financial 
support for medical, hospital, and nursing home 
care of the aged from these local sources for those 
who cannot afford to pay. 

It is impossible to give you a complete picture 
of the proposed program of the joint council, but 
I believe you get some idea of the magnitude of 
the endeavor and the unlimited opportunities for 
service in this field. 

Medicine always has given more than its share 
to America and Americans. In coping with the 
problems of the aged, medical doctors once again 
are called upon for the best in the personality of 
medicine. I have the fullest confidence that our 
profession wil] deliberate intelligently, plan wisely, 
and act vigorously in the interest of our senior 
citizens. 
Davw B. ALLMan, M.D. 
Atlantic City, N. J. 


2186 
i 


Vol. 166, No. 17 


A. M. A. APPROVAL OF S. 1045 


March 25, 1958 
Honorable Warren G. Magnuson, Chairman 
Senate Committee on Interstate and Foreign 
Commerce 
United States Senate 
Washington 25, D. C. 


Dear Senator Magnuson: 


On April 2, 1957, a letter was sent to you by the 
American Medical Association stating our reasons 
for not testifying at that time on S. 1045, 85th Con- 
gress, a bill to establish an Office of Civil Aviation 
Medicine in the Civil Aeronautics Administration. 
We advised you that our Association was reviewing 
material in this field, and until] its completion we 
would not be in a position to offer testimony on the 
bill. We requested you to defer action until we 
could supply your Committee with the results of 
our study and the recommendations resulting there- 
from. 

Our survey was initiated by an ad hoc committee 
studying the organization and functions of civil 
aviation medicine. A permanent Committee on 
Aviation Medicine has now been appointed by our 
Board of Trustees to continue the inquiry. On that 
Committee’s recommendation the A. M. A. has 
adopted a position of active approval of S. 1045. 

The American Medical Association is seriously 
concerned with the present state of civil aviation 
insofar as medical matters are concerned. Increas- 
ing air traffic and the jet age, accompanied by in- 
creased physical demand on pilots require a sub- 
stantial revision in the present method of handling 
many aspects of aviation medicine. Specifically, a 
separate medical office should be established in the 
Civil Aeronautics Administration with the adminis- 
trative status of the Office of Civil Aviation as pro- 
posed in S. 1045. 

The establishment of physical standards for and 
the medical evaluation of civil airmen must be 
carried out by physicians experienced in aviation 
medicine. Because of the operational tasks of air- 
men, their physical and mental fitness, and ability 
to perform under normal and emergency conditions 
must be assured. Medical determinations should be 
conducted by personnel who have the necessary 
professional qualifications and experience. 

The proposed Civil Aeronautics Medical Re- 
search Laboratory seems desirable and necessary. 

We approve the “Office of Civil Air Surgeon” 
proposed in S. 1045. We feel that he should be 
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directly responsible to the Civil Aeronautics Ad- 
ministrator in matters of policy, administration, 
regulations, etc. We understand that the direct re- 
sponsibility of the Civil Air Surgeon to the Admin- 
istrator is not clear at the present time to some per- 
sons. We would suggest that steps be taken to 
clarify this relationship. 

We endorse the transfer of the rule-making 
authority for medical standards from the Civil 
Aeronautics Board to the Civil Aeronautics Admin- 
istration. These government regulations should be 
developed, drafted, promulgated and administered 
by competent and qualified specialists. Unlike the 
CAA, the Civil Aeronautics Board does not have 
qualified medical personnel. 

While we do not suggest that this bill is the only 
method by which the needed reforms in civil 
aviation medicine may be accomplished, and while 
we do not know whether the administrative organi- 
zation proposed by this bill is the best possible one 
in all details, we do believe that S. 1045 represents 
the best mechanism currently proposed for accom- 
plishing necessary reforms. (In December, 1957, the 
House of Delegates of the American Medical Asso- 
ciation adopted a resolution on this subject.) Al- 
though a copy of this resolution has already been 
supplied to you, I am attaching another copy for 
the information of your Committee and for inclu- 
sion in the record. 

Sincerely yours, 
F. J. L. M.D. 
General Manager 


NEW A. M. A. PUBLICATIONS 


An A. M. A. pamphlet, “Are You Fit to Drive?” 
urges drivers to contact their physicians if they are 
in doubt about their fitness. Prepared by the 
A. M. A. Committee on Medical Aspects of Auto- 
mobile Injuries and Deaths in cooperation with the 
Center for Safety Education at New York Univer- 
sity, the booklet contains information about those 
conditions that can adversely affect driving skills— 
emotional upsets, driver attitudes, sleepiness, medi- 
cines, faulty vision, certain nerve and heart dis- 
orders, diabetes, old age and drinking. For distribu- 
tion through physicians’ offices, the booklet is avail- 
able from the Association of Casualty and Surety 
Companies, 60 John St., New York 38. Price is $4.60 
per 100 copies, regardless of quantity. 

A new A. M. A. pamphlet entitled “Protecting 
the Health of the High School Athlete” calls for the 
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sponsoring of high school sports injury conferences 
to instruct coaches, athletic directors, and team 
physicians on the early recognition of injuries, ap- 
propriate first-aid measures, and the prompt re- 
ferral of injured players for medical or dental care. 
The booklet was prepared under the auspices of 
the A. M. A. Committee on Injury in Sports. Copies 
may be secured from the A. M. A. Bureau of 
Health Education. 


FEDERAL MEDICAL LEGISLATION 
Second Session, 85th Congress 


Social Security 


S. 3086, by Senator Proxmire (D., Wis.), is of 
vital importance to the medical profession in that 
it is similar to the Forand Bill H. R. 9467 as it 
provides, among other things, a program of free 
hospitalization. To some extent, however, it goes 
even further than does the Forand Bill. The bill 
would provide a program of free hospitalization of 
60 days in any 12-month period for (a) persons 
eligible for retirement benefits; (b) dependents of 
persons eligible for retirement benefits; and (c) 
dependents of individuals eligible for disability 
benefits (but not the disabled individual himself). 
The secretary of the Department of Health, Educa- 
tion, and Welfare would enter into agreement with 
individual hospitals to provide hospital services, 
defined as drugs and appliances furnished by a 
hospital to any individual as a bed patient: bed 
and board and such nursing service, laboratory 
services, ambulance services, operating room, staff, 
and other services, and drugs and appliances as are 
customarily furnished by such hospitals to its bed 
patients, either through its own employees or 
through persons with whom it has made arrange- 
ments for such services, drugs, or appliances. This 
includes such medical care as is generally furnished 
by hospitals as part of hospital care for hospital 
patients. Such terms shall not include care in the 
tuberculosis or mental hospital. 

The secretary would be authorized to utilize the 
services of private nonprofit organizations repre- 
senting “qualified providers of hospital services” or 
which “operate voluntary insurance plans” to reim- 
burse hospitals for service. 

The bill would increase the wage base upon 
which Social Security taxes are paid from the 
present rate of $4,200 to $7,500, beginning Jan. 1, 
1959. Maximum monthly family benefits would in- 
crease from the present rate of $200 to $334. The 
bill would provide a new formula which would in- 
crease the benefits paid to an individual. It would 
also amend the Internal Revenue code to make the 
$7,500 wage base subject to an increasing tax rate 
to the extent that, beginning in 1975, the self- 


From the Washington Office of the American Medical Association. 


J.A.M.A., April 26, 1958 


employed individual, with an income of $7,500 or 
more, would pay $534.38 for Social Security cover- 
age; the employed individual and his employer 
would pay $375.00 each. These are only a few of 
the highlights of the bill by Senator Proxmire. 

H. R. 10532, introduced by Representative Dellay 
(D., N. J.), is identical with the Forand Bill, H. R. 
9467, to amend the Social Security Act to increase 
benefits under the Old Age, Survivors, and Disa- 
bility Insurance Programs, and to provide insurance 
against hospital and surgical services for persons 
eligible for retirement benefits. The import of the 
Forand Bill is found in an editorial in THe JourNAL, 
(165:1568 [Nov. 23] 1957) and in the President's 
Page (J. A. M. A. 165:1701 [Nov. 30] 1957). 

H. R. 10578, introduced by Representative 
Dingell (D., Mich. ), is similar to $. 1811 by Senator 
Revercomb (R., W. Va.), and would redefine dis- 
ability for purposes of entitlement to disability in- 
surance benefits and the disability freeze. The 
applicant, who meets other requirements and could 
not obtain employment in any occupation similar 
to the work he engaged in prior to his disability 
because of his impairment, would be eligible for 
disability payments or freeze benefits. 

H. R. 10583, introduced by Representative Din- 
gell (D., Mich.), would amend the Social Security 
Act to provide that certain determinations of dis- 
ability made by other federal or state agencies shall 
be accepted as proof of disability under the Social 
Security Act. More comprehensive analysis of the 
bills mentioned can be secured if desired by con- 
tacting the Washington office of the A. M. A. 


Welfare and Benefit Plans 


Congress was apparently impressed last year at 
the hearings by the evidence of mishandling of 
funds of union-sponsored welfare and benefit plans 
by union officials to the extent that the number of 
bills to place such plans under federal regulation 
and control continues to grow. One of the latest 
bills to be introduced is H. R. 10102 by Repre- 
sentative Berry (R., S. D.), which is identical to 
S. 3044, by Senator Mundt. H. R. 10236, by Repre- 
sentative Holt (R., Calif.), and H. R. 10272, by 
Frelinghuysen (R., N. J.), are identical to that of 
S. 3097, by Senator Smith (R., N. J.), which is the 
administration’s bill. It is identified as the “Labor 
Reports Act of 1958” and would require labor 
organizations to file, with the Secretary of Labor, 
information as to their organizational structure, 
officers, activities, procedures, and financial activi- 
ties, including welfare and benefit plans. Employers 
would also be urged to file reports on transactions 
with labor organizations, including participation in 
welfare benefit plans. An office of Commissioner of 
Labor Reports would also be created in the De- 
partment of Labor and would carry out the intent 
of the bill and administer the regulations established 
by the Secretary of Labor. The secretary would 


Vol. 166, No. 17 


have subpoena power to require the submission of 
reports and financial data. A labor union which 
willfully failed to make the reports required by the 
bill or to comply with any regulations established 
under it would (a) lose its rights and privileges 
under present law; (b) not be permitted to appeal 
to the National Labor Relations Board for aid and 
relief; and (c) lose its tax exempt status. An em- 
ployer failing to submit the required reports would 
not be able to appeal to the NLRB for relief. 
Individuals failing to comply with the provisions 
of the bill would be subject to a fine up to $5,000 
and/or five years in jail. 

Senator Knowland (R., Calif.) introduced S. 3068 
for the purpose of insuring democratic control of 
labor organizations by membership. To accomplish 
this, the bill would amend the Labor Management 
Relations Act of 1947 to provide referendums by 
secret ballot if requested by 15% of the member- 
ship of a union for the purpose of (a) amending, 
modifying, or revising the organizational structure 
or procedures of a union; (b) election or re-call of 
officers; and (c) the protection of members from 
unfair labor practice. An “employee welfare plan” 
is defined as a fund or program established by the 
employer providing benefits in the case of illness 
or disability or upon retirement or death of the 
employee. These welfare plans would be registered 
annually with the Securities and Exchange Com- 
mission. The registration would contain information 
as to (a) the nature and type of plans and the 
benefits provided under them; (b) number of em- 
ployees covered; (c) assets and investments of the 
funds; (d) receipts and disbursements during the 
proceeding year; and (e) whatever other informa- 
tion the commission might require. 

If violations of the law were found on examina- 
tion of the report by the commission, the attorney 
general or appropriate state enforcement agency 
would be informed. The commission would then 
have subpoena power to enforce its requests for 
information about their plans. Officers failing to 
regulate welfare plans as required by the com- 
mission would be liable to fines up to $1,000 or one 
year in prison or both. 


Tax Department 


New bills to liberalize tax deductions for various 
expenses continue to be introduced. In regard to 
medical expenses, Representative Matthews (D., 
Fla.) introduced H. R. 10394 which is identical to 
H. R. 7347 by Representative Dellay (R., N. J.) 
and which would eliminate present provisions that 
restrict medical expense deductions to the excess 
of 3% of taxpayer's adjusted gross income. It would 
allow as a deduction all medical expenses not cov- 
ered by insurance, including drugs for a taxpayer 
or his dependents. S. 3226, introduced by Senator 
Long (D., La.), is identical to H. R. 9633 by Repre- 
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sentative Boggs (D., La.) and to H. R. 9417 by 
Representative Miller (R., Md.), and would per- 
mit a taxpayer 65 years of age or older, who is 
disabled, to deduct medical expenses for himself 
and for his spouse if age 65 and also disabled, not 
to exceed $20,000 in any one year. 

Tax deduction for higher education is the sub- 
ject of H. R. 10506 by Representative Scott 
(R., Pa.). H. R. 10543 by Representative May 
(R., Conn.) and S. 3162 by Senator Smathers 
(D., Fla.) are similar to the many other bills 
mentioned on tax deduction for higher education. 
The main difference in the bills is in the amount 
of deduction to be allowed for higher education, 
and whether or not the deduction would effect an 
increase in the personal income tax exemption or 
would be taken as a straight deduction. H. R. 10506 
would increase the personal tax exemption from 
$600 to $1,000 for a dependent attending college. 
H. R. 10543 would allow a deduction of $800 per 
year for tuition and fees for a taxpayer or his 
spouse or his dependents if they are students for 
five calendar months at an educational institution 
above the 12th grade. S. 3162 would allow the 
taxpayer to deduct all expenses directly attributable 
to attendance at college for himself, his spouse, or 
his dependents. 

Something new and of special interest to physi- 
cians are the following bills identical to each other: 
H. R. 10617 introduced by Representative Judd 
(R., Minn.), H. R. 10499 introduced by Represent- 
ative Rains (D., Ala.), and S. 3194 introduced by 
Senator Sparkman (S. 3194 now has 34 senators as 
co-sponsors). These bills would amend the Internal 
Revenue Code of 1954 so as to establish an initial 
program of tax adjustment for small and independ- 
ent businesses and for persons engaged in such 
businesses. Also included is a Jenkins-Keogh type 
tax deferment proposal. This would permit any in- 
dividual who is not covered by or receiving pay- 
ments from an employer's pension, annuity, or stock 
bonus plan to deduct from his taxable income an 
amount paid by him each year to obtain retirement 
income for himself or payments to his beneficiaries. 
The annual payments, called “retirement deposits,” 
would be limited to 10% of the adjusted gross in- 
come or $1,000, whichever is less. 

For persons between ages of 50 and 70, an addi- 
tional 10% of the above formula could be added for 
each year over the age of 50. If an individual did 
not make retirement deposits equal to the amount 
allowed him for any given year, he could increase 
his deductions over the next five years by an amount 
equal to, but not exceeding, the total of his “un- 
used deduction.” Retirement deposits could be in 
the form of money placed in a restricted retirement 
fund operated by a bank, or as premiums under a 
restricted retirement policy issued by a life insur- 
ance company. 
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Periodic payments made to the taxpayer after age 
of 65 or to his beneficiaries would be treated as 
ordinary income for tax purposes. If a lump sum 
distribution is made to the taxpayer after he has 
reached the age of 65, and if the plan or policy has 
been in effect for five years, the tax would be no 
more than five times greater than the increase re- 
sulting if only 20% of the total has been distributed. 
The same tax rate would be applied if the lump 
sum payments were made to the taxpayer's estate 
or his beneficiaries after his death. 


Veterans 


The bill by Representative Weaver (R., Neb.), 
H. R. 10130, identical to H. R. 10028 by Represent- 
ative Teague (D., Texas) provides that no VA hos- 
pital, domiciliary, medical center, or regional office 
could be closed or transferred unless the House 
Veterans Affairs Committee (of which Represent- 
ative Teague is chairman) is notified 90 days in 
advance. H. R. 10134 by Representative Winstead 
(D., Miss.) is identical to H. R. 9726 by Represent- 
ative Smith (D., Miss.) in that it provides that the 
VA shall not sever service connection for any vet- 
eran’s disability when said veteran has been in 
receipt of compensation for 10 or more years. 


Surplus Property 


The bill by Senator Holland, S, 3121; H. R. 10010 
by Representative Herlong; and H. R. 10118 by 
Representative Matthews (Democrats, Fla.), are 
identical bills and deal with authority to dispose of 
certain federal surplus property to public health 
agencies and states. “Public Health” is defined to 
include sanitation activities, such as sanitary land 
fill programs, mosquito and insect control pro- 
grams, malaria contro] programs, and drainage pro- 
grams. Also included in the definition of “public 
health agencies of the state,” are those agencies car- 
rying on the above programs. 


Miscellaneous 


H. R. 10177 introduced by Representative Lane 
(D., Mass.) would create a presumption that cer- 
tain impairments of health caused by hypertension 
or heart disease of a federal or District of Columbia 
employee is incurred in line of duty for purposes 
of certain retirement and disability compensation 
laws or system. 

H. R. 10178 introduced by Representative Mc- 
Donough (R., Calif.) would authorize 12 million 
dollars for a six-year period, (two million dollars 
yearly beginning with fiscal year 1958) for grants 
to states and public and nonprofit organizations for 
establishing methods and techniques for under- 
standing the magnitude, characteristics, and needs 
of the physically handicapped and for developing 
methods of coordinating available resources to in- 
crease the activity of handicapped individuals. 
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Data collected as a result of these studies would be 
used to project the needs and to determine the fed- 
eral government's future role in the vocational re- 
habilitation field. 

H. R. 10310 introduced by Representative Anfuso 
(D., N. Y.), and S. 3167 by Senator Javits-Ives 
(R., N. Y.), are identical and would provide for the 
construction of a public health hospital in the state 
of New York to be used in the treatment of drug 
addicts, and would possibly be located on Ellis 
Island. 

H. R. 10404 introduced by Representative Wil- 
liams (D., Miss.) is similar to H. R. 6747 by Rep- 
resentative Harris (D., Ark.), and S. 1895 by Sen- 
ator Hill (D., Ala.) and would prohibit the use of 
new food additives which have not been adequately 
protected to establish their safe use under the con- 
ditions of their intended use. “New food additives” 
is defined in the bill as “any substance . . . intended 
to be used . . . in the manufacture, packing, pro- 
cessing, preparation, or other fabrication of any 
food and thus to become a component of such food, 
but which is not generally recognized, among ex- 
perts qualified by scientific training and experience 

. as safe for use under the conditions of its 
intended use.” 

S. 3089 by Senator McNamara (D., Mich.) and 
Senator Humphrey (D., Minn.) is identical to 
H. R. 9822 by Representative Fogarty (D., R. L.) 
and S. 2994 by Senator Newberger (D., Ore.) and 
Senator Kefauver (D., Tenn.) would provide for a 
White House Conference on Aging and to assist 
the states conducting similar conferences on aging 
prior to the White House Conference and prior to 
Dec. 31, 1958. 


REFERRAL CENTERS FOR 
CHRONICALLY ILL 


A survey of five information and referral centers 
for the chronically ill is being conducted by the 
A. M. A. Council on Medical Service. Located in 
Chicago, Cleveland, Milwaukee, San Francisco, 
and Essex County, N. J., these centers operate as 
clearing houses for information on facilities for the 
care of chronically ill in the community. The Coun- 
cil’s report on these centers should be of interest to 
physicians concerned with chronically il] patients. 
Any information on similar centers in other com- 
munities will be welcomed by the Council. 


JOURNAL INDEX 


The index to volume 166 of THe Journat will 
appear in the May 10, 1958, issue. Those who wish 
extra copies of the index may receive them, with- 
out charge, on request to the Order Department, 
American Medical Association, 535 N. Dearborn 
St., Chicago 10. 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


POSTGRADUATE COURSES 


The following notices of postgraduate courses 
for physicians have not previously been published 
by the Council and are presented for information 
only: 


An intensive three-day, 15%-hour course, Clinical 
Electrocardiography, is scheduled May 2-4, 1958, 
at the Huron Road Hospital, 13951 Terrace Rd., 
Cleveland 12, for physicians in general practice. 
Methods of education will be lectures with visual 
aids, concluding with interpretations of “unknown” 
tracings by the panel and the audience. The fee 
will be $25. Additional information may be ob- 
tained by addressing the Staff Office of the hospital. 

An intensive, multidiscipline course, Epidemi- 
ology and Control of Food-Borne Diseases, will be 
offered May 19-23, 1958, at the Communicable Dis- 
ease Center, U. S. Public Health Service, 50 Sev- 
enth St. N.E., Atlanta 23, Georgia. It is designed 
to provide physicians, veterinarians, nurses, and 
other members of public health teams with current 
information and techniques on the subject. Further 
information may be obtained from Chief, Training 
Branch, at the Center. 

The first annual postgraduate Seminar in Pedi- 
atrics at the Children’s Hospital, 2125 Thirteenth 


St. N.W., Washington 9, D. C., will be conducted 


by the faculties of Georgetown and George Wash- 
ington Medical Schools in cooperation with the 
National Institutes of Health and the military med- 
ical centers of Washington May 22-24, 1958. The 
fee will be $25. Further information may be ob- 
tained from the Director of Medical Education of 
the Children’s Hospital. 

A three-week intensive course on Tuberculosis 
and other Pulmonary Diseases is scheduled for 
June 2-20, 1958, at the Trudeau Foundation, Sara- 
nac Lake; N. Y., at a fee of $100. Enrollment will 
be limited. Inquiries may be addressed to Box 500, 
Saranac Lake, N. Y. 

An intensive five-day course, four hours each 
afternoon, on Normal Ocular Histology and Histo- 
pathology will take place June 2-7, 1958, at the 
New York Eye and Ear Infirmary, 218 Second Ave., 
New York 3. Registration is limited to 15, at a fee 
of $100 each. The slides and specimens used will be 
drawn from a large collection of material. For 


further information, address the Registrar, Institute 
of Ophthalmology of the Americas at the above 
named hospital. 


The fifth June workshop on Developing Concepts 
in Community Rehabilitation Services is scheduled 
for June 2-20, 1958, at the Institute for the Crippled 
and Disabled, 400 First Ave., New York 10, in 
affiliation with Columbia University. The intensive 
course for physiatrists, psychiatrists, occupational 
and physical therapists, social workers, and others 
active in rehabilitative health services will consist 
of lectures, seminars, clinical demonstrations, and 
problem clinics at a fee of $115, if graduate credit 
is desired, or $100 otherwise. A limited number of 
subsistence stipends are available to United States 
citizens who could not otherwise attend. Further 
information may be obtained from Director of Pro- 
fessional Education, Institute for the Crippled and 
Disabled. 


An intensive four-day, full-time course, Funda- 
mentals of Psychiatry and Psychosomatic Medicine 
—Principles of Diagnosis and Treatment, will be 
presented by the Psychiatric Institute of the Uni- 
versity of Maryland School of Medicine and the 
National Institute of Mental Health, U. S. Public 
Health Service, June 9-12, 1958, at the Psychiatric 
Institute, Baltimore. The first two days will consist 
of lectures and demonstrations with patients, regis- 
trant participation, and panel discussion. The final 
two days, with enrollment limited to 20 physicians, 
will provide opportunity for supervised patient 
interviews by registrants. Further information may 
be obtained from Postgraduate Committee, Univer- 
sity of Maryland School of Medicine, 522 W. Lom- 
bard St., Baltimore 1. 


The Massachusetts Institute of Technology will 
offer an intensive course for research workers in 
biology and medicine July 8-18, 1958, Modern Re- 
search Methods in Biology and Medicine. By means 
of lectures, demonstrations, general discussions, 
guided tours, and visits to research laboratories, an 
intensive introduction will be provided to physical 
research methods and instruments applicable to 
biological and medical research, at a tuition of 
$250. Further information may be obtained from 
Dr. Kurt S. Lion, Biophysics Department, Massa- 
chusetts Institute of Technology, Cambridge 39, 
Mass. 
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MEDICINE AND THE LAW 


MEDICAL DEFENSE IN UNITED KINGDOM 


It is now well established that since the advent 
of a comprehensive National Health Service on 
July 6th, 1948, medica] litigation in the United 
Kingdom has increased threefold. The payments 
made by hospital authorities in compensation of all 
kinds in England and Wales during the material 
years are as follows: 1948-1949 £7,500, 1950 
£23,000, 1951 £38,000, 1952 £106,000, 1953 
£153,000, and 1954 £159,000. These figures do not 
take into consideration the very large sums paid by 
defense organizations in unsuccessful suits at law or 
in settlements out of court. 

Persons who have examined the professional lia- 
bility problem have attributed the increase in liti- 
gation to several factors. First of all, they say that 
the advent of the National Health Service has con- 
tributed materially to the increase. Under that serv- 
ice all citizens, with certain specific exceptions, are 
obliged to pay, directly and indirectly, for the pro- 
vision of a national general practitioner and hospi- 
tal service, including consultants and specialists of 
all kinds and special forms of therapy. Prior to 
1948, the benefits of the National Health Service 
then in existence were of a limited order and ex- 
clusive of hospital services; the beneficiaries also 
were limited in number and financial status. 

Compulsory Contribution 

Since a health service now exists which is avail- 
able to all, it is not surprising that the pressure on 
doctors, nurses, and others causes conflict and dis- 
agreement between physicians and patients from 
time to time. Allegations of wrong treatment, of 
wrong diagnoses, and of other forms of professional 
negligence are associated with adverse criticism 
and unsatisfactory clinical results. 

Disappearance of Voluntaryism 


The hospitals are no longer voluntary institu- 
tions maintained by voluntary workers with grants 
from private local and national organizations. The 
medical and surgical staff no longer provide gratui- 
tous services. The spirit of voluntaryism has dis- 
appeared. The staff are now fully paid for the serv- 
ices they render. As a consequence, aggrieved or 
disgruntled persons regard these state hospitals as 
possessing a bottomless purse into which they may 
dip for the payment of compensation when they 
have a real or imaginary cause for complaint. 

Legal Aid and Advice Act, 1949 

Another factor that has doubtless increased medi- 
cal litigation is the passing of the Legal Aid and 
Advice Act, 1949. Under that act a scheme has been 


instituted in the United Kingdom whereby people 
of a certain economic status are enabled to litigate 
at little or no cost to themselves. The prospective 
litigant must merely satisfy a local committee that 
there is a prima facie case warranting investigation 
by a court. For this purpose, in a professional lia- 
bility case, a report is obtained from one medical 
practitioner on the work of another. On this evi- 
dence the committee reaches a decision as to 
whether or not to issue a legal aid certificate for the 
benefit of the prospective plaintiff. Nearly 80% of all 
cases of medical litigation held in the United King- 
dom involve plaintiffs holding a legal aid certificate. 

It should not be thought, however, that there is 
an absence of justification for the legal aid scheme. 
Indeed, figures published by the law society are 
demonstrative of the fact that the scheme serves a 
social purpose that must have been crying for solu- 
tion for some time past. Taking the figures pub- 
lished in The Times of Feb. 24th, 1955, the law 
society announced that in the previous five years 
applications for legal aid in all cases—not only 
medical cases—exceeded 200,000. The great ma- 
jority of these litigants won their cases and recov- 
ered over £6,000,000 in damages. For the past 
three years, the report went on, the percentage of 
success attained by legally aided litigants was in 
the neighborhood of 89% of the cases brought in 
the Queen’s Bench division, and a little lower in 
the Chancery division. In the court of appeal the 
figure of successful appeals was 53%. 

It is not accurate, as is usually done, to describe 
the scheme as “free legal aid,” as in 63% of the 
cases some contribution is made by the litigant. 
Indeed, in the first four years of its operation, liti- 
gants contributed over £2,000,000, and over 
£1,000,000 was contributed by unsuccessful oppo- 
nents. The state contributed nearly £2,500,000. 

A further factor contributing to the increase of 
medical litigation derives from a decision of a court 
of appeal whereby hospital authorities are made 
responsible for the acts or omissions of the mem- 
bers of their staffs in the pursuit of their profes- 
sional and technical duties for which they are en- 
gaged. Where many litigants would hesitate to sue 
their own family doctor or a popular surgeon or 
physician who has helped them towards recovery, 
they have no hesitation in suing a regional hospital 
board or a hospital management committee or a 
board of governors. These institutions represent 
a collection of individuals with high resounding 
names and considerable powers, as well as the 
backing of the Ministry of Health, and behind that 
the treasury of the state. To sue such a body is not 
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likely to catise the qualms of conscience that would 

occur if the proceedings were directed against an 

individual surgeon or physician. They have neither 

a body to kick nor a soul to be damned. 
Negligence 

The standard of care required of a medical prac- 
titioner was fully expressed by a Lord Chief Justice 
nearly 100 years ago in the case of Rich v. Pierpoint 
and, 26 years later, in the case of Lanphier v. 
Phipos. It reads as follows. 

Every person who enters into a learned profession under- 
takes to bring to the exercise of it a reasonable degree of 
care and skill. He does not undertake, if he is an attorney, 
that at all events you will gain your case, nor does a surgeon 
undertake that he will perform a cure, nor does he undertake 
to provide the highest possible degree of skill. There may be 
persons who have higher education and greater advantages 
than he has, but he undertakes to bring a fair, reasonable, 
and competent degree of skill. Practitioners may be guilty 
of mistakes and, indeed, often are. They may be guilty of 
effecting a wrong diagnosis, of tendering wrong advice, and 
indeed there may ensue some unfortunate catastrophe. The 
test ultimately shall not be whether a mistake was commit- 
ted, but whether the practitioner exercised all that degree 
of care and skill which a reasonable man would expect him 
to exercise, and which he was competent to exercise. If 
he has done all that he should and could do and left undone 
nothing that he should and could do, it is highly improbable 
that he would be found guilty by any Judge or Jury. 


Since that time a series of cases have been heard 
and decided in the English and Scottish courts 
affecting general practitioners and hospital medical 
officers. For those who are interested, there is a 
clear progress of evolution from the attitude 
adopted toward hospital medical officers in the 
early part of this century and that adopted toward 
them and their employers at the present time. To 
discuss these several cases in their sequence would 
entail considerable space and certainly more than 
is available or warrantable in this article. Refer- 
ence to the legal and professional press could be 
made by those who desire to pursue this matter in 
further detail. Suffice it to say, however, that where- 
as in the early part of the century the governing 
body of a hospital was not thought to be liable for 
the acts of omissions of the hospital staff, save when 
they were engaged in a ministerial capacity, it has 
now been held by a deciding case of commanding 
importance that the employing authority does carry 
that responsibility. 

The machinery also exists whereby the employ- 
ing authority can serve a notice of contribution on 
the medical employee, or bring him in as a third 
party and thus point to him, or recover from him, 
as the negligent person, the damages awarded by 
way of compensation for the wrong suffered by the 
patient. 

It follows from this that it is no less important 
today than it was 80 years ago for there to be in 
existence an appropriate medical organization to 
advise, protect, and indemnify a doctor when he is 
confronted with medical litigation. 


MEDICINE AND THE LAW 


Medical Defense Union 


The telegraphic address of The Medical Defense 
Union in London is “Damocles.” This word was ex- 
pressly chosen to symbolize the medicolegal risk 
confronting every medical practitioner in his pro- 
fessional life. It is difficult for the modern practi- 
tioner to realize the state of affairs that existed be- 
fore the Medical Defense Union was constituted to 
mitigate the hardships of the law as it then per- 
tained to medical practice. In those days if a prac- 
titioner was prosecuted for negligence or malprac- 
tice, he had to arrange for his own defense and 
bear the cost of it himself; and if he were the victim 
of slander or libel he had to sue his persecutor at 
his own expense or suffer in silence. His case, how- 
ever good, was apt to be prejudiced by lack of 
expert advice and, even if were successful in the 
courts, he might find himself in severe financial 
straits owing to the costs of the action. It was not 
uncommon for appeals to be made in the medical 
press for funds to help him in his difficulties, and it 
says much for the generosity of the medical pro- 
fession that those were rarely made in vain. 

During the 1880's it occurred to some members 
of the profession that attacks on medical practi- 
tioners were increasing in number and that many 
prosecutions, or threats of them, were animated by 
malice or based on frivolous pretexts. Two cases 
especially roused the indignation of the profes- 
sion. In one of these two Dulwich practitioners, 
Dr. Bower and Dr. Keates, were subjected to a 
series of prosecutions and lawsuits which the Brit- 
ish Medical Journal characterized as “very little on 
the hither side of vexatious litigation.” The prac- 
titioners had performed a tracheotomy on a child 
found, after a provisional diagnosis of croup, to be 
suffering from diphtheria, and they instructed the 
father to suck the tube to remove any obstruction. 
The child died and the father contracted diph- 
theria. Subsequently the father instituted a charge 
of manslaughter against the two doctors, and after 
a five-day hearing in November, 1883, the magis- 
trate dismissed the case without calling upon the 
counsel for the defense, remarking that “if he al- 
lowed the enquiry to proceed further, he would 
not only be sanctioning a prosecution, but a perse- 
cution as well, and that it would be next to wicked- 
ness on his part to commit, as he could not see one 
tittle of evidence to support the allegations set 
forth in the indictment.” Undeterred by this de- 
nunciation the father then brought an action for 
negligence on the ground that the practitioners 
should have diagnosed diphtheria earlier and 
should have given a warning of danger of infection 
incurred by sucking the tracheotomy tube. There 
were two trials because the first jury could not 
agree. In the second trial the jury, after hearing the 
plaintiff's statement, thought it unnecessary to hear 
the defendants’ counsel. Although the doctors were 
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successful they incurred costs amounting to over 
£1,000 and had to endure the anxiety of long, 
drawn-out proceedings. Early in the case an appeal 
for funds to defray the expenses was launched by 
Sir William Jenner, and to this the profession re- 
sponded with promptitude and liberality. 

The second case was a more painful one, for the 
accused practitioner actually served eight months 
of a sentence of two years’ imprisonment with hard 
labor before he was released with a free pardon. 
In November, 1884, Dr. David Bradley of Chester- 
field was convicted of an attempt to commit a 
criminal assault on a woman patient. The profes- 
sion clamored for his release and a memorial was 
submitted to the Home Secretary expressing the 
view that the evidence failed to support the charge 
and that due weight had not been given to the fact 
that the patient had been subject from childhood to 
epileptic fits and was liable to have delusions. It 
was generally believed that a conviction would 
never have been secured if adequate and available 
expert evidence had been submitted on Dr. Brad- 
ley’s behalf. Eventually, the Home Secretary, on 
being satisfied that there was sufficient doubt of 
Dr. Bradley’s guilt to warrant the granting of a free 
pardon, directed the prisoner’s release. Again Sir 
William Jenner initiated a fund to help an unfortu- 
nate colleague to reestablish himself in practice 
after his tragic ordeal. 

Such cases as these convinced medical practi- 
tioners of the very real risk they ran in their daily 
routine, and it was felt that the raising of funds 
after the event was not the ideal solution of the 
problein. The Medical Defense Union was there- 
upon born, albeit of lay parentage, on Oct. 23, 
1885. It was registered as a company limited by 
guarantee and its Memorandum listed the follow- 
ing objects as being those for which it was estab- 
lished: 

(i) To support and protect the character and interests 
of medical practitioners practising in the United Kingdom. 

(ii) To promote honourable practice and to suppress or 
prosecute unauthorized practitioners. 

(iii) To advise and defend or assist in defending mem- 
bers of The Union in cases where proceedings involving 
questions of professional principle or otherwise are brought 
against them. 

(iv) To consider, originate, promote and support (so 
far as is legal) legislative measures likely to benefit the 
medical profession and to oppose all measures calculated 
to injure it: and for the purposes aforesaid to petition Par- 
liament and take such other steps and proceedings as may 
be deemed expedient. 

The promoters envisaged a membership of many 
thousands, an annual subscription of 10 shillings, a 
large reserve fund derived from members’ guaran- 
tees and, possibly, an entrance fee. 

The persons responsible for initiating the organi- 
zation were all laymen, and the response given by 
the profession to the new body was mixed; some 
welcomed it, and others had doubts about its in- 
tentions. Some thought that a defense body should 
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be organized by and within the profession, espe- 
cially by the British Medical Association, but this 
was held to be impossible by the constitution of 
the association. One or two efforts made to bring 
medical defense within the scope of the benefits of 
members of the association have hopelessly failed. 

Various branches were formed in different parts 
of the country, and in some of these local solicitors 
were appointed to act when instructed on behalf of 
the union. It was intended that these local councils 
should examine local applications for assistance. 
They were urged to ascertain the antecedents, posi- 
tion, and character of the accuser as well as the 
evidence he held to substantiate his claim. It was 
incumbent upon the local representative to formu- 
late his recommendation for submission to the 
General Secretary, who would initiate the necessary 
machinery for the protection of the practitioner 
involved. 

It would take a long time to describe the stormy 
experiences that the union underwent in its early 
years. Perhaps this is not the occasion to do so. 
Suffice it to say that with the passage of time the 
numbers joining the union grew year by year. A 
central council was appointed with a president and 
vice-president. The local branches were eventually 
disbanded. The whole of the administration and 
power was concentrated in the central body. Offices 
were taken in London, a secretary was appointed, 
and the infant grew from adolescence to adult 
status among the many professional bodies operat- 
ing in London; long before it had reached its ma- 
jority it had become firmly established. The fame 
of the union crossed the seas and the profession in 
New Zealand established a defense organization 
modeled. on it. Requests for advice on establish- 
ment of other bodies were received from Canada 
and the United States of America. It handled libel 
and slander cases and malpractice actions, prose- 
cuted unqualified persons, and gave much individ- 
ual advice to members on miscellaneous problems 
raised in correspondence. 

Its membership is now in excess of 45,000 medi- 
cal practitioners and a small number of dentists. Its 
annual subscription for home members for unlim- 
ited indemnity does not exceed £3 per annum; an 
additional subscription is paid by members resident 
and practicing overseas, varying with the amount of 
financial protection desired. The union does not 
accept members in the United States and in some 
other parts of the world. 

It is the firm belief and conviction of all who 
have studied its progress and its work that the 
union is indispensable to the medical profession of 
the United Kingdom. It is a dignified and highly 
accepted professional institution that has earned the 
authority to offer its hand to the doctor as Every- 
man and say ; 

I will go with thee, and be thy guide, 
In thy most need to go by thy side. 
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ARIZONA 

State Meeting in Chandler.—The 67th annual 
meeting of the Arizona Medical Association will 
be held at the San Marcos Hotel, Chandler, 
April 30-May 2. The faculty for the meeting in- 
cludes Drs. Cyril M. MacBryde and Louis T. Byars, 
St. Louis; James F. Nolan and George C. Griffith, 
Los Angeles; William R. Arrowsmith, New Orleans; 
William C. Deamer and Robert S. Pollack, San 
Francisco; Juan A. Del Regato, Colorado Springs, 
Colo.; and Charles W. Elkins, Tucson. About 
18 papers are scheduled, with question and an- 
swer periods to follow the presentations. Motion 
picture sessions and specialty luncheons are planned 
for the afternoons of May 1 and 2. The dinner 
dance is scheduled for May 2, 7:45 p. m. Enter- 
tainment includes a golf tournament May 3. For in- 
formation write Dr. Leslie B. Smith, 826 Security 
Bldg., Phoenix, Ariz. 


FLORIDA 

Occupational Medicine Conference.—The second 
Conference on Occupational Medicine, sponsored 
jointly by the Medical Schools of the Universities 
of Havana, Cuba, and Miami, Florida, will be held 
in Miami, Aug. 18-22. William B. Deichmann, 
Ph.D., professor of pharmacology at the University 
of Miami School of Medicine, Coral Gables, is 
chairman of the conference, and Dr. M. Eugene 
Flipse, associate professor of medicine, is chairman 
of the program committee. Dr. Francisco Lancis y 
Sanchez, president of the Cuban Industrial Medical 
Society, and Dr. Rafael Penalver Ballina, of the 
University of Havana School of Medicine, are 
members of the planning committee. Proceedings of 
the conference will be in Spanish. Inquiries on 
attendance or papers may be referred to Dr. 
Deichmann. 


ILLINOIS 

State Anesthesiologists Meet in Chicago.—The an- 
nual meeting of the Illinois Society of Anesthesiol- 
ogists will be held May 18 at the Hotel Sherman, 
Chicago. The morning will be devoted to a sym- 
posium, “Economic Problems in the Practice of 
Anesthesia,” moderated by Dr. William O. Mc- 
Quiston, Peoria, and including the following panel- 
ists: Drs. Wayne B. Slaughter, clinical professor of 
surgery, University of Wisconsin Medical School, 
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Madison; Lindon Seed, Robert A. Beebe, and 
George Z. Wickster, Chicago; and Lawrence D. 
Ruttle, Joliet. In the afternoon, Drs. Morton D. 
Leigh, of Los Angeles, and Kenneth K. Keown, of 
Columbia, Mo., will present “Monitoring Devices in 
Pediatric Anesthesia” and “The Role of the Anes- 
thesiologist in the Treatment of Coronary Disease,” 
respectively. A business meeting and election of 
officers will follow the scientific program. For in- 
formation write Dr. Huberta M. Livingstone, 5805 
Dorchester, Chicago 37. 


Chicago 

Dr. Jenkinson Honored.—Former residents of Dr. 
Edward L. Jenkinson have honored their chief, 
who retired last September as professor of radiology 
and chairman of the department at Northwestern 
University School of Medicine, with establishment 
of “The Edward L. Jenkinson Fellowship in Radi- 
ology” at the Medical School. Dr. Jenkinson will 
retire in May after 41 years as director of the de- 
partment of radiology, St. Luke’s Hospital. 


New Hospital at County Jail._The new 50-bed hos- 
pital at Cook County jail was opened Feb. 3. The 
hospital was built with funds from regular main- 
tenance accounts and with labor volunteered by 
maintenance men. A basement area of the jail, 
formerly used as a dormitory, was converted to 
create a 24-bed isolation ward for tuberculous 
patients, a 22-bed general ward, and a four-bed 
contagious disease ward. It has an operating room, 
X-ray room, receiving ward, oxygen equipment, 
and dental laboratory. Over 90% of inmate medical 
needs will be met by the new hospital facilities. 
The staff will include a full-time dentist, four 
part-time physicians, a part-time psychiatrist, a sur- 
geon on 24-hour call, two full-time orderlies, six 
nurses, a lab technician, and three externs. Dr. 
Karl A. Meyer, medical superintendent, Cook 
County Hospitals, gave the dedication address. 


MISSOURI 

Premiere of Symphonic Overture.—The world’s 
premiere of “Heloise et Abelard,” a symphonic 
overture-fantasy written by Dr. Vincent T. Wil- 
liams, of Kansas City, was performed recently over 
station WDAF, Kansas City, by Hans Schwieger 
and the Kansas City Philharmonic Orchestra. 


Personal.—Dr. Albert B. Eisenstein has been ap- 
pointed full-time director of the Division of 
Medicine at the Jewish Hospital of Saint Louis, 
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effective July 1, succeeding Dr. Sol Sherry, who is 
assuming a position as professor of medicine at the 
Washington University School of Medicine.——Dr. 
Ferdinand C. Helwig was honored recently when 
a dinner was held “marking his thirty years of 
association with St. Luke’s Hospital.” 


Society News.—New officers of the St. Louis 
Academy of General Practice for 1958 are Drs. 
Walter C. Gray, president; Eugene W. Hall, vice- 
president; Charles A. Molden, president-elect; 
Vernon E. Michael, treasurer; Eugene V. Henschel, 
secretary.——The new officers of the Greater St. 
Louis Radiological Society are as follows: president, 
Dr. Sam J. Merenda; vice-president, Dr. Thomas 
F. Maher; and secretary-treasurer, Dr. Charles J. 
Cherre. 


NEW YORK 

Fellowship for Muscle Disease Research.—Award 
of the first McEachern Postdoctoral Fellowship, a 
$6,500 stipend for advanced training and research 
in the area of muscle disease, has been given to 
Jerald L. Connelly, Ph.D., currently a graduate 
fellow in the department of biochemistry, Univer- 
sity of Rochester School of Medicine and Dentistry. 
Dr. Connelly’s research will be conducted at the 
Institute for Enzyme Research, University of Wis- 
consin, Madison. The university has been granted 
$1,000 for laboratory maintenance in connection 
with Dr. Connelly’s work, which will be under the 
supervision of Henry A. Lardy, Ph.D., professor of 
biochemistry. The fellowship is one of two estab- 
lished by the Muscular Dystrophy Associations of 
America, Inc., to provide opportunities for scientists 
who wish to follow careers in research or academic 
medicine. It was named in honor of the late Dr. 
Donald McEachern, associate professor of neu- 
rology at McGill University, Montreal, Canada, and 
a member of the associations’ Medical Advisory 
Board. The other fellowship, named for the late 
Dr. Joseph L. Lilienthal, was awarded for the 
first time in November of last year. 


New York City 
Continue Study of Heredity in Polio.—Columbia 
University will continue studies of the mechanism 
that controls heredity in polio viruses under a 
grant of $70,226 from the National Foundation for 
Infantile Paralysis. The work, under the direction 
of Dr. Hattie E. Alexander, associate professor of 
Pediatrics, is being carried out at Babies Hospital, 
where Dr. Alexander is attending pediatrician. Her 
co-workers are Isabel Morgan Mountain, Ph.D., 
research associate, department of microbiology, 
who has been assigned to Pediatrics; Dr. Katherine 
Sprunt, research associate in pediatrics, and Dr. 
Gebhard Koch, of Germany, who has been invited 
to participate in the group. 
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Personal.—Dr. George E. Wakerlin has been ap- 
pointed medical director of the American Heart 
Association. Dr. Wakerlin comes to the association 
from the University of Illinois College of Medicine, 
Chicago, where he has served as head, department 
of physiology, since 1937.——On March 1 Dr. Jesse 
D. Stark was elected a member of the Institute of 
Humanities of the Republic of France and awarded 
the Medal for Merite Scientifique-——The Western 
Electric Company announces the appointment of 
Dr. Edward J. Schowalter as medical director. In 
this newly created post, Dr. Schowalter will be 
responsible for over-all development and coordina- 
tion of medical and health programs throughout 
the company. He assumed his new duties March 1. 


OKLAHOMA 

State Medical Meeting in Oklahoma City.—The 
Oklahoma State Medical Society will hold its 52nd 
annual meeting May 5-7 at the Municipal Audi- 
torium, Oklahoma City. Eleven out-of-state speak- 
ers will present papers: Drs. Edwin L. Prien, 
Boston; Jacob A. Bargen and Charles W. Mayo, 
Rochester, Minn.; John E. Hobbs, St. Louis; Edgar 
J. Poth, Galveston, Texas; Charles H. Brown, 
Cleveland; Alvin J. Ingram, Memphis, Tenn.; Rob- 
ert D. Moreton, Fort Worth, Texas; Kenneth C. 
Johnston, Chicago; Louis A. Soloff, Philadelphia; 
and John H. Githens, Denver. Thirty scientific and 
organizational exhibits will be located in the Zebra 
Room of the Auditorium. A_ physicians hobby 
show, technical exhibits, and round-table luncheons 
are planned. The president's inaugural dinner-dance 
will be held May 6, at 7 p. m. A golf tournament 
is scheduled for May 7. For information write the 
Oklahoma State Medical Association, Box 9696, 
Oklahoma City, Okla. 


OREGON 

Quartet Wins Competition.—For the third time the 
Forcep Four, made up of University of Oregon 
Medical School students (and one graduate) won 
the annual Original All Northwest Barber Shop 
Ballad Contest, held Feb. 21-March 1. More than 
3,000 persons turned out for the competition. The 
group includes Al Witt, senior, first tenor; Doug 
Day, senior, baritone; Ben Shepherd sophomore, 
second tenor; and Dr. W. Robert Day, second-year 
pediatrics resident, bass. The group, using live ani- 
mals for “props,” delighted the audience with 
“Jungle Town.” The winners took home $300, in- 
dividual trophies, and a large perpetual trophy. 


PENNSYLVANIA 

Summer Workshops in Health Education.—Health 
education workshops aimed at “a more effective 
community-school health education program” have 
been scheduled for six Pennsylvania colleges and 
universities this summer under the auspices of the 
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Inter-Agency Planning Committee, which includes 
the Medical Society of the State of Pennsylvania, 
the Pennsylvania Department of Health, Pennsyl- 
vania Department of Public Instruction, Pennsy]- 
vania Department of Welfare, and Pennsylvania 
Tuberculosis and Health Society. Enrollment is 
open to teachers, nurses, parents, school] administra- 
tors, dental hygienists, guidance personnel, nutri- 
tionists, agency administrators, and public health 
personnel. A limited number of scholarships are 
available. The location of the workshops and the 
dates include Pennsylvania State University and 
Slippery Rock State Teachers College, June 9-27; 
Lehigh University, June 16-July 3; University of 
Pittsburgh and West Chester State Teachers Col- 
lege, June 23-July 11; and Temple University, 


June 30-July 18. 


RHODE ISLAND 

Annual State Medical Meeting.—The annual meet- 

ing of the Rhode Island Medical Society will be 

held May 13-14 in Providence. Dr. George W. 

Waterman, of Providence, president of the society, 

will present “Problems Facing the Medical Pro- 

fession” the afternoon of May 14. Topics to be 

presented by out-of-state speakers include: 

Clinical and Experimental Homotransplantation of Skin, Kid- 
ney, and Bone Marrow, Dr. Joseph E. Murray, Boston. 

The Prevention of Somatic and Genetic Radiation Injury, Dr. 
Shields Warren, Boston. 

Surgical Problems of the External Biliary Tract, Dr. Leland S. 
McKittrick, Boston. 

Hiatus Hernia and Esophagitis, Dr. Richard H. Marshak, New 
York City. 

When Should Heart Disease be Compensable, Dr. William 
E. R. Greer, Boston. 

Neurosurgical Methods of Relieving Severe Chronic Pain in 
the Thorax and Abdomen, Dr. James C. White, Boston. 
Other speakers are Drs. Americo Savastano and 
Henry C. McDuff, of Providence. For information 
write the Rhode Island Medical Society, 106 Francis 

St., Providence 3, R. I. 


TENNESSEE 


Dr. Grigorieff Goes to Vienna.—Wladimir W. 
Grigorieff, Ph.D., chairman, University Relations 
Division, Oak Ridge Tennessee Institute of Nuclear 
Studies, will take a one-year leave of absence to 
become chief of the Exchange Branch of the Inter- 
national Atamic Energy Agency Division of Ex- 
change and Training of Scientists and Experts. He 
will leave Oak Ridge May 15 to assume his new 
duties June 1 in Vienna. The IAEA, formally 
inaugurated in Vienna in October, 1957, is an out- 
growth of a proposal made by President Eisen- 
hower four years previously. The agency is an 
international organization independent of any na- 
tional government. Its purposes are to accelerate 
and enlarge the contribution of atomic energy to 
peace, health, and prosperity throughout the 
world, and to ensure that the assistance it provides 
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is not used to further any military purposes. The 
IAEA staff is made up of representatives of many 
nations. Dr. Grigorieff has been national executive 
secretary of the American Nuclear Society since 
September, 1955. 


UTAH 

Ogden Surgical Meeting.—The 13th annual meeting 
of the Ogden Surgical Society will be held May 
21-23 at the Orpheum Theatre, Ogden. Guest 
speakers include Drs. Harry E. Bacon, Philadelphia; 
Benjamin M. Black, Rochester, Minn.; Alexander 
Brunschwig and Gerald H. Pratt, New York City; 
William Dameshek and Claude E. Welch, Boston; 
Richard K. Gilchrist, Chicago; Roy G. Holly, 
Omaha; James F. Nolan, Los Angeles; Alton Ochs- 
ner, New Orleans; Col. Joseph R. Shaeffer, M. C., 
U. §. Army, Washington, D. C.; Col. Arthur B. 
Tarrow, M. C., U. S. A. F., Lackland Air Force 
Base, Texas; Owen H. Wangensteen, Minneapolis; 
and James V. Warren, Durham, N. C. A program of 
entertainment and a ladies’ program are arranged. 
For information write to Dr. Leath D. Nelson, 
Washington Terrace, Ogden, Utah. 


WISCONSIN 

Annual State Meeting in Milwaukee.—The 117th 

annual meeting of the State Medical Society of 

Wisconsin will be held May 6-8 at the Milwaukee 

Auditorium and Hotel Schroeder. The Lucy Droes- 

sel Memorial Lecture of the Wisconsin Heart 

association will be presented by Dr. John W. Wilce, 

of Columbus, Ohio, on “Cardiac Effects of Athletic 

Work Stress.” Papers presented by out-of-state 

speakers at the general sessions include: 

The Organic Explanation of Some Behavior Disturbances, Dr. 
John C. MacQueen, Iowa City. 

Oral Preparation for the Treatment of Diabetes, Dr. Howard 
F. Root, Boston. 

Cancer Detection in the Office of the Generalist, Dr. John S. 
De Tar, Milan, Mich. 

Perinatal Adjustments, Dr. Virginia Apgar, New York City. 

The Life and Work of William Beaumont, Dr. Burrill B. 
Crohn, New York City. 


Panel discussions, round-table luncheons, and 
scientific and technical exhibits are planned. 
Special functions include a golf tournament, the 
annual dinner (May 7), and the president's re- 
ception. For information write the State Medical 
Society of Wisconsin, Box 1109, Madison 1, Wis. 


Society News.—Recently elected officers of the Wis- 
consin Radiological Society are: president, Dr. 
William W. Moir, Sheboygan; president-elect, Dr. 
Samuel R. Beatty, Neenah; secretary-treasurer, Dr. 
Farrell F. Golden, 5221 Tonyawatha Trail, Madi- 
son.——The executive offices of the Medical Society 
of Milwaukee County are now located at 756 N. 
Milwaukee St., Milwaukee 2, Wis.——The Wiscon- 
sin Society of Anesthesiologists has installed the 
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following officers: president, Dr. Loren F. Thur- 
wachter Jr., Milwaukee; president-elect, Dr. James 
W. Bookhamer, Milwaukee; and secretary-treasur- 
er, Dr. Betty J. Bamforth, Madison.——The Brown- 
Kewaunee—Dorr County Medical Society was re- 
organized in 1957 into two separate -societies: 
Brown County Medical Society, with Dr. Frank 
Urban, secretary, 302 Northern Building, Green 
Bay; and Dorr-Kewaunee County Medical Society, 
with Dr. Jack F. March, secretary, 413 4th St., 
Algoma. 


Personal.—Dr. W. Theodore Bruns, has been named 
assistant director of the new Respirator Center un- 
der organization at the University of Wisconsin 
Hospitals. Last November the university regents 
approved appointment of a director for the Respira- 
tor Center, Dr. Arthur A. Siebens, who will join the 
staff April 1.——Dr. William B. Parsons Jr. has been 
appointed director of research of the Jackson 
Foundation, an institution organized in 1947 for 
medical research and education and housed in 
the Jackson Clinic Building, Madison. The founda- 
tion has recently received grants from the National 
Heart Institute, the American Heart Association, 
the Wisconsin Heart Association, and the Henry 
K. Wampole Laboratories, made to Dr. Parsons for 
his studies on the relationship between blood 
cholesterol and arteriosclerosis——Dr. Gerald C. 
Mueller, department of oncology, University of 
Wisconsin Medical School, Madison, has left for 
several months of research in European labora- 
tories under a George I. Haight Traveling Research 
Fellowship. Dr. Mueller’s plans include virus re- 
search at the Max Planck Institute fiir Virusforsch- 
ung, Tiibingen, Germany, and visits to laboratories 
in England and Scandinavia. The University Re- 
search Committee selects the Haight fellows. 


HAWAII 
Annual Meeting in Honolulu.—The Hawaii Medical 
Association will hold its annual meeting April 30- 
May 4, in Honolulu. The program includes a dis- 
cussion, “Some Recent Developments in Surgery,” 
moderated by Dr. Clarence M. Burgess, and three 
panel discussions: Recent Advances in Internal 
Medicine, Recent Advances in Pediatrics, and 
Radioactive Isotopes. A four-man demonstration of 
recent developments in psychotherapy that can be 
used in practice will be given the morning of May 
2, with an illustrated discussion on medical photog- 
raphy to be held that evening. Scientific and tech- 
nical exhibits are planned, and entertainment 
includes a golf tournament (May 4) and a dinner 
dance (May 3). For information write the Hawaii 
Medical Association, 510 S. Beretania St., Honolulu 
13, Hawaii. Members of the American College of 
Obstetricians and Gynecologists, whose meeting is 
being held in Los Angeles preceding the Hawaii 
meeting, are invited. 
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New Science Information Division.—Rolland J. 
Main, Ph.D., has been named director of the new 
Scientific Information Division of Eaton Labora- 
tories, Norwich, N. Y. This new division will be 
part of the Scientific Department under the over-all 
supervision of William B. Stillman, Ph.D., research 
administrative coordinator. Dr. Main’s division will 
collect, catalogue, and correlate all published and 
unpublished information on the company’s prod- 
ucts. It will also translate all pertinent scientific 
literature published throughout the world. The new 
division will service Eaton’s research and medical 
departments and physicians. Its staff includes med- 
ical editors, translators, literature scanners, and 
medical and research librarians. Dr. Main, who was 
professor of physiology and lecturer in pharma- 
cology, Medical College of Virginia, Richmond, for 
15 years, will continue to supervise Eaton’s medical 
information services. 


Society News.—The officers of the Central Surgical 
Association are: president,Dr. William A. Altemeier, 
Cincinnati; president-elect, Dr. Charles D. Branch, 
Peoria, Ill; secretary, Dr. Angus D. McLachlin, 
London, Ontario; treasurer, Dr. Chester B. McVay, 
Yankton, S. D.; and recorder, Dr. Robert T. Tidrick, 
lowa City.——At its 35th annual meeting the Ameri- 
can College of Radiology elected the following new 
officers: president, Dr. Vincent W. Archer, Char- 
lottesville, Va.; vice-president, Dr. Ivan M. Woolley, 
Portland, Ore.; and elected to four-year terms as 
chancellors on the board of chancellors, Drs. Harold 
O. Peterson, St. Paul, Minn., and John A. Evans, 
New York City.——Officers of the Society of Ameri- 
can Bacteriologists for 1958 are: president, Dr. 
Harry Eagle, Bethesda, Md.; vice-president, Philip 
R. Edwards, Ph.D., Chamblee, Ga.; secretary, E. M. 
Foster, Ph.D., Madison, Wis.; and treasurer, John 
Hays Bailey, Dr.P.H., Rensselaer, N. Y. 


Medical Science Scholars.—The John and Mary R. 
Markle Foundation announces the appointment of 
25 Scholars in Medical Science, all faculty members 
of medical schools in the United States and Canada. 
The sum of $750,000 has been appropriated toward 
their support to the schools where they will teach 
and do research. For each scholar appointed, the 
Foundation has allocated $30,000 to the school at 
the rate of $6,000 a year for five years. The purpose 
of the program is “to strengthen medical education 
by offering academic security and financial help 
to teachers and investigators in medical schools 
early in their careers.” In the 11 years the plan has 
been in operation, 231 doctors in 74 medical schools 
in the U. S. and Canada have received help from 
appropriations totalling $6,800,000. The 25 scholars 
were selected from 57 candidates nominated by 
medical school deans. The foundation was es- 
tablished in 1927 by the late John Markle, 
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Pennsylvania coal operator, “to promote the ad- 
vancement and diffusion of knowledge . . . and the 
general good of mankind.” 


National Meeting of Clinical Research Federation. 
—The American Federation for Clinical Research 
will hold its national meeting May 4 at the Steel 
Pier Theatre, Atlantic City, N. J. Foreign partici- 
pants include Drs. Julien I. E. Hoffman and 
George G. Rowe, of London, England, who will 
present “Some Factors Affecting Indicator Dilution 
Curves in the Presence and Absence of Valvular In- 
competence,” and Oliver M. Wrong and Howard 
E. F. Davies, of Manchester, England, presenting 
“The Excretion of Acid in Renal Disease.” Section 
meetings under joint sponsorship of the federation 
and the American Society for Clinical Investigation 
will be held in the afternoon and evening. Presiding 
will be Drs. James V. Warren, Laurence H. Kyle, 
Arnold S. Relman, Lawrence E. Young, Samuel P. 
Martin, III, Albert I. Mendeloff, and Robert R. 
Wagner. For information write Dr. William W. 
Stead, Veterans Administration Hospital, 54th Street 
and 48th Avenue South, Minneapolis 17, Minn. 


Neurologists Annual Meeting in Philadelphia.—The 
10th annual meeting of the American Academy of 
Neurology will be held April 21-26 at the Bellevue- 
Stratford Hotel, Philadelphia. The Robert Warten- 
berg Memorial Lecture, “The Pathological Basis of 
Chorea and Choreoathetosis,” will be given by Dr. 
Joseph G. Greenfield, London, England. Over 60 
papers are scheduled for presentation at the general 
sessions, including “The Carcinomatous Neuro- 
myopathies,” by Sir Russell Brain, London, Eng- 
land. About 54 papers will be read by title. Sym- 
posiums on Pharmacological Stimulation of the 
Central Nervous System, Neurochemistry of Amino 
Acids and of Nucleotides, and Higher Brain Func- 
tions are planned. A separate meeting of the Section 
of Neuroanatomical Sciences will be held April 24. 
Movies and scientific and technical exhibits are 
planned. The annual banquet will be held April 25. 
For information write the American Academy of 
Neurology, 3501 E. 54th St., Minneapolis 17, Minn. 


Meeting of Bacteriologists in Chicago.—The 58th 
general meeting of the Society of American Bac- 
teriologists will be held under the auspices of the 
Illinois Branch April 27-May 1 at the Morrison 
Hotel, Chicago. Over 400 papers are scheduled for 
presentation at the five major division meetings, 
and 38 will be read by title. Five symposiums are 
planned: Animal Viruses and Tissue Culture, 
Problems of Cell Permeability, Effects of Broad 
Spectrum Antibiotics on Cell Metabolism, Bacterial 
Cell Walls, and Staphylococcal Infections. A special 
lecture, “The Key to Lockjaw,” will be given April 
27 by W. E. van Heyningen, of the University of 
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Oxford, England. The presidential address will be 
given the afternoon of April 28 by Dr. Harry Eagle, 
of the National Institutes of Health. Round-table 
discussions, scientific and technical exhibits, six mo- 
tion pictures, and tours are planned. The president's 
reception and dinner will be held April 29. For in- 
formation write the Society of American Bacteri- 
ologists, Dr. Edwin M. Foster, Secretary, Univer- 
sity of Wisconsin, Madison, Wis. 


Fellowships for Mental Health Training of Clergy. 
—The Academy of Religion and Mental Health has 
announced a grant of $10,000 from the Smith, Kline 
and French Foundation to provide fellowships for 
theological students and clergymen of all faiths 
who want to become chaplains in mental hospitals. 
A grant of a similar amount for the same purpose 
was given in 1957. The program will be known as 
the Smith, Kline and French Foundation Chaplaincy 
Fellowships. The foundation is the independent 
philanthropic arm of the Laboratories. The 
Academy of Religion and Mental Health in a non- 
sectarian, nonprofit organization founded in 1954 
“to develop further relationships between religious 
groups and the mental health professions.” Its 
membership includes 1,200 members of the Ameri- 
can Psychiatric Association, 500 members of the 
American Psychological Association, 800 clergymen, 
and more than 400 psychiatric social workers, cul- 
tural authropologists, educators, and laymen. It 
serves as a consultant to hospitals, medical schools, 
and mental health organizations in this country 
and abroad. 


Medical Lecture Tour to Asia.—The Asia—Pacific 
Academy of Ophthalmology is sponsoring a good 
will tour to countries of the Orient following the 
International Congress of Ophthalmology in Brus- 
sels in September. The purpose of this tour, which 
is to last about one month, is to hold joint meetings 
with ophthalmologists in Pakistan, India, Thailand, 
the Philippines, and Hong Kong. The Asia—Pacific 
Academy of Ophthalmology was organized in 1957. 
Its principal purposes are “to extend ophthalmo- 
logic knowledge and to advance the arts and sciences 
of ophthalmology and related sciences in Asia and 
in countries bordering the Pacific Ocean; . . . to 
stimulate research in tropical and systemic eye dis- 
eases, that are particularly prevalent in Asia and 
in countries bordering the Pacific Ocean; to culti- 
vate social and fraternal relationship of physicians 
residing in Asia; .. . tq offer postgraduate instruc- 
tion in ophthalmology through the medium of lec- 
tures, round-table discussions, seminars, clinics, 
films and other means.” Physicians other than oph- 
thalmologists and their families are invited. Those 
desiring to participate in the postgraduate lectures 
and seminars on medical subjects pertinent to 
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ophthalmology should contact Dr. William John 
Holmes, Liaison Secretary, Suite 280, Alexander 
Young Building, Honolulu 15, Hawaii. 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


March 29, 1958 
—— March 30, 
Paralytie Total 1957 
Area Type Cuses Total 
New England States 


1 1 


Middle Atlantic States 
= te 1 


East North Central States 


West North Central States 


A sive ne ae 1 


South Atlantic States 
District of Columbia 
NOFER 
1 1 1 


East South Central States 


West t-outh Central States 
cases 1 2 


Mountain States 
Colorado 


Arizona ....... 


Pacifie States 


FOREIGN 


International Congress of the History of Medicine. 
—The 16th International Congress of the History 
of Medicine will take place at the School of Med- 
icine of Montpellier (France) Sept. 22-28, under 
the general presidency of the dean of the faculty, 
Monsieur le doyen Giraud. Registrations will be 


accepted by Prof. Turchini, chairman of the com- 

mittee of organization, Faculty of Medicine, Mont- 

pellier (Herault, France). Subjects on the agenda 

are: 

The relations of the School of Montpellier with the medical 
institutions of other nations in course of the centuries. 

The history and development of the hospital institutions. 

Medical iconography in the seventeenth century. 

The contribution of the new world to therapy. 


Registration fees are 4000 francs for members of 
the International Society of the History of Med- 
icine, 6000 francs for nonmembers, and 3500 francs 
for accompanying persons. The Comité d’orgaisation 
is now accepting titles of papers for presentation 
together with a short résumé. 


Congress of Psychotherapy in Barcelona.—The 
fourth International Congress of Psychotherapy will 
be held Sept. 1-7, organized by the Sociedad 
Espanola de Medicina Psicosomatica y Psicoterapia, 
at the Palacio Nacional de Montjuich, Barcelona, 
Spain. The congress theme will be “Psychotherapy 
and Existential Analysis.” Sections have been 
organized on cultural anthropology, the influence of 
oriental psychology, clinical psychology, psycho- 
drama, hypnosis and relaxation methods, and other 
topics. Reports will be simultaneously translated 
into the four official languages: Spanish, English, 
French, and German. The program includes speak- 
ers from Switzerland, Cuba, Spain, the Netherlands, 
France, Austria, Germany, Israel, Peru, and the 
U. S. For information write the Secretary, Inter- 
national Congress of Psychotherapy, Catedra de 
Psiquiatria de la Facultad de Medicina, Casanova, 
143, Barcelona, Spain. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application is 
June 23. Executive Director, Dr. Dean F. Smiley, 1710 
Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Arizona:* Examination and Reciprocity. Phoenix, April 16- 
18. Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 

ArKansAs:* Examination. Little Rock, June 5-6. Sec., Dr. 
Joe Verser, Harrisburg. 
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CauirorNia: Written Examination. San Francisco, June 16- 
19; Los Angeles, August 18-21; Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, June 14; Los Angeles, 
August 16; San Francisco, November 15. Oral and Clinical 
Examination for Foreign Medical School Graduates. San 
Francisco, June 15; Los Angeles, August 17; San Fran- 
cisco, November 16. Sec., Dr. Louis E. Jones, 1020 N 
Street, Sacramento. 

Cotorapo:*® Examination and Reciprocity. Denver, June 10- 
11. Exec. Sec., Mrs. Beulah H. Hudgens, 715 Republic 
Bldg., Denver 2. 

DeLawareE: Examination and Reciprocity. Dover, July 8-10. 
Sec., Dr. Joseph S. McDaniel, Professional Bldg., Dover. 


FLorma:* Examination. Miami, June 29-July 1. Sec., Dr. 
Homer L. Pearson, 901 N. W. 17th St., Miami. 


Georcia: Examination and Reciprocity. Atlanta and Augus- 
ta, June. Sec., Mr. C. L. Clifton, 224 State Capitol, At- 
lanta. 


IpaHo: Examination. Boise, July 14-16. Exec. Sec., Mr. Ar- 
mand L. Bird, 364 Sonna Bldg., Boise. 


INDIANA: Examination. Indianapolis, June 18-20. Exec. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 


Iowa:*® Examination. lowa City, June 16-18. Exec. Sec., Mr. 
Ronald V. Saf, State Office Bldg., Des Moines 19. 


Kansas:* Examination. Kansas City, June 13-14. Sec., Dr. 
F. J. Nash, New Brotherhood Bldg., Kansas City. 


Louisiana: Examination and Reciprocity. New Orleans, 
June 5-7. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans. 

MaryLanpb: Examination. Baltimore, June 17-20. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St., Baltimore 1. 


Massacuusetts: Examination. Boston, July 15-18. Sec., Dr. 
Robert C. Cochrane, Room 37 State House, Boston. 


MIcHIGAN:® Examination. Ann Arbor and Detroit, June 9- 
11. Sec., Dr. E. C. Swanson, 118 Stevens T. Mason Bldg., 
West Michigan Ave., Lansing 8. 

MinneEsota:® Examination. Minneapolis, April 15-17. Sec., 
Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., St. 
Paul 2. 

Missourt: Examination. St. Louis, May 30-31. Ex. Sec., Mr. 
John A. Hailey, Jefferson City. 

NEBRASKA:° Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 


New Mexico:*® Examination and Reciprocity. Santa Fe, May 
19-20. Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., 
Santa Fe. 

New York: Examination. Albany, Buffalo, New York City 
and Syracuse, June 24-26. Sec., Dr. Stiles D. Ezell, 23 S. 
Pear! St., Albany. 

Carouina: Endorsement. Asheville, May 5. Examina- 
tion. Raleigh, June 16-19. Endorsement. Raleigh, June 17. 
Asst. Sec., Mrs. Louise J. McNeill, Professional Bldg., 
Raleigh. 

Nortu Daxora: Examination. Grand Forks, July 9-11. Reci- 
procity. Grand Forks, July 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Onto: Examination. June 19-21. Sec., Dr. H. M. Platter, 
21 West Broad St., Columbus 15. 

OKLAHOMA:*® Examination. Oklahoma City, June 3-4. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, 
July 8-10. Acting Sec., Mrs. Marguerite G. Steiner, Box 
911, Harrisburg. 

Soutn Carona: Reciprocity. Myrtle Beach, May 13; Exam- 
ination. Columbia, June 24-25. Sec., Dr. H. E. Jervey, 
1329 Blanding St., Columbia. 
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Sourn Daxora:* Examination. Rapid City, August 12-13. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 


Texas:* Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 


Uran: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 


Vircinia: Examination. Richmond, June 12-14. Reciprocity. 
Richmond, June 11. Address: Board of Medical Examiners, 
631 First St., S. W., Roanoke. 


Wasuincton:* Examination. Seattle, July 14-16. Administra- 
tor, Mr. Thomas A. Carter, Capitol Bldg., Olympia. 


West Vircinia: Examination and Reciprocity. Charleston, 
July (date not set). Sec., Dr. N. H. Dyer, State Office 
Bldg., No. 5, Charleston. 


Wisconsin:* Endorsement. Madison, April 25. Examination. 
Milwaukee, July 8-10. Sec., Dr. Thomas W. Tormey, Jr., 
1140 State Office Bldg., 1 West Wilson St., Madison. 


Wyominc: Examination and Reciprocity. Cheyenne, June 2 


and Oct. 6. Sec., Dr. Franklin D. Yoder, State Office Bldg., 
Cheyenne. 


ALAsKA:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 


Hawau: Examination. Honolulu, July 14-15. Sec., Dr. 
I. L. Tilden, 1029 Kapiolani St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 


ARKANSAS: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of 
Arkansas, Fayetteville. 

Co.orapo: Examination and Endorsement. Denver, May 7-8. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 


Connecticut: Examination and Endorsement. New Haven, 
June 14. Exec. Asst., Mrs. Regina G. Brown, 258 Bradley 
St., New Haven 10. 


District oF CoLtumBIA: Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6. 


Fioriwwa: Examination. Miami, June 7. Sec., Mr. M. W. 
Emmel, Box 340, Gainesville. 


Kansas: Examination. Kansas City, June 3-4. Sec., Dr. R. E. 
Stowell, University of Kansas School of Medicine, Kansas 
City 12. 

New Mexico: Examination. Santa Fe, April 26. Reciprocity. 
Santa Fe, March 26. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

Sourn Dakota: Examination. Vermillion, June 6-7. Sec., 
Dr. Gregg M. Evans, 310 E. 15th St., Yankton. 

IsLtanp: Endorsement. Providence, April 30. Exam- 
ination. Providence, May 14. Administrator of Profes- 
sional Regulation, Mr. Thomas B. Casey, 366 State Office 
Bldg., Providence. 

Texas: Examination. April 18-19, Austin, Galveston and 
Houston. Sec., Bro. Raphael Wilson, 407 Perry Brooks 
Bldg., Austin. 

Wisconsin: Examination. Milwaukee, June 7. Sec., Mr. 
William H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 


Space Medicine.—Academic rank as the world’s 
first professor of space medicine has just been 
awarded to Dr. Hubertus Strughold at the Air 
Force School of Aviation Medicine. The school 
grants to teaching members of its staff the same 
academic status they would have at a comparable 
civilian institution. Dr. Strughold, who founded the 
school’s department of space medicine 10 years 
ago, has been known until now as professor of avia- 
tion medicine. Renowned as the most eminent liv- 
ing authority on human flight in space, Dr. Strug- 
hold now serves as the school’s advisor for research. 
He still lectures to student medical officers, how- 
ever, on space medicine. 


ARMY 


New Medico-Dental Society in Italy.—The South- 
ern European Task Force Medico-Dental Society 
opened a new point of contact for international 
exchange of medical knowledge on April 2, when 
12 Italian physicians and dentists and SETAF 
medical and dental officers met at Camp Passalac- 
qua, in Verona, to hear a talk by Col. H. Beecher 
Dierdorff on maxillofacial injuries. Colonel Dier- 
dorff has been chief of oral surgery in several of 
America’s largest Army hospitals. Capt. Kenneth 
Rowe is president of the society. Presiding at the 
meeting was Lieut. Col. George W. Grabiak, 
SETAF dental surgeon. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. Oskar Diethelm, psychiatrist- 
in-chief, the New York Hospital (Payne Whitney 
Psychiatric Clinic), addressed the staff of the VA 
Hospital at Northport, N. Y., on March 25, on “The 
Concept of Regression in Schizophrenia.” 


PUBLIC HEALTH SERVICE 


New Radiological Health Division.—Creation of a 
new division of radiological health in the Public 
Health Service was announced March 28 by 
Marion B. Folsom, secretary of the Department of 
Health, Education, and Welfare. The new division 
will provide technical assistance to state agencies 
in dealing with medical, industrial, and other activ- 
ities involving public exposure to radiation, and it 
will also conduct research and training programs. 

Ten years ago, the PHS radiation unit consisted 
of one physician and a secretary. Today, 51 persons 
and a budget of almost $400,000 are involved in 
radiation work. Under the new division, it is ex- 
pected the program will expand to include a staff 
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of 76 persons, with a budget of over $600,000, in 
fiscal year 1959. Chief of the new division will be 
Dr. Francis J. Weber, a career officer in the PHS 
and at present medical director of the department's 
Denver regional office, covering Colorado, Utah, 
Wyoming, Montana, and Idaho. The surgeon gen- 
eral recently announced the appointment of a Na- 
tional Advisory Committee on Radiation which, 
under the chairmanship of Dr. Russell H. Morgan, 
professor of radiology, Johns Hopkins University 
School of Medicine, held its first meeting on 
March 13. 


Poliomyelitis Vaccination Urged.—Surgeon General 
Leroy E. Burney announced that revised estimates 
indicate that 48,500,000 persons in the susceptible 
age group, under 40 years of age, have not been 
vaccinated against poliomyelitis. The Salk vaccine 
was an important factor in the 85% reduction of 
paralytic cases over the past two years, but polio- 
myelitis comes in cycles. Even in prevaccine years, 
there have been periods of dramatic reductions. 
Epidemic years have always followed. Should the 
attack rate in 1958 prove to be comparable to that 
of 1952, 30,000 cases of poliomyelitis, a substantial 
number of them paralytic, could occur among those 
who have not been vaccinated. This potential toll 
of suffering and lifelong disability is unnecessary. 
The way to prevent it is simple: get vaccinated, and 
start now. Parents of pre-school-age children run a 
special risk because the attack rate of the disease is 
high among small children. If these children have 
been vaccinated, they themselves are protected 
against paralysis, but they can still harbor the virus 
and pass it on to their parents. 


Personal.—Dr. Robert M. Farrier has been ap- 
pointed assistant director of the National Institutes 
of Health Clinical Center, Bethesda, Md., succeed- 
ing Dr. Stuart M. Sessoms, now assistant director of 
the National Cancer Institute. Since 1954, Dr. Far- 
rier has been on special assignments for the head- 
quarters office of the Bureau of Medical Services 
of the Public Health Service. 


NATIONAL SCIENCE FOUNDATION 


Personal.—Arthur W. Martin, Ph.D., has been 
named program director for regulatory biology, 
National Science Foundation. He is on leave of ab- 
sence from the University of Washington where he 
is chairman, department of zoology. During the 
current fiscal year, the foundation expects to award 
grants totaling more than a million dollars for basic 
research in this field, primarily to educational insti- 
tutions in the United States. Dr. Martin has done 
research in cellular metabolism, muscle atrophy in 
mammals, and pharmacological actions of barbitu- 
rates and their antagonists. 
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Abbott, Melvin Dewey ® Captain, U. S. Navy, re- 
tired, Pembroke, Ga.; born in Adrian, Mich., Nov. 
6, 1899; Detroit College of Medicine and Surgery, 
1926; appointed assistant surgeon in the medical 
corps of the U. S. Navy with the rank of lieutenant 
(jg) in June, 1925; assigned to the U. S. Naval Hos- 
pital, New York City, for internship; later served 
at the Naval Training Station, Hampton Roads, 
Va., at four Naval hospitals, on eight U. S. ships, 
and at various other Naval shore stations; attained 
the rank of lieutenant in 1930, lieutenant com- 
mander in 1938, commander in 1942, and captain, 
1943; in 1954 while serving at the Navy Recruiting 
Station in Macon, was placed on the retired list of 
Naval officers after completing more than 29 years 
of active service; service member of the American 
Medical Association; fellow of the American Col- 
lege of Surgeons; served a residency at the Flower 
and Fifth Avenue Hospitals in New York City; died 
in the Bulloch County Hospital, Statesboro, Feb. 17, 
aged 58, of a wound received when shot by a 
caretaker. 

Alexander, William Cobb, Clifton Hill, Mo.; Louis- 
ville (Ky.) and Hospital Medical College, 1908; 
died in the Woodland Hospital, Moberly, Feb. 15, 
aged 73. 

Baker, Edwin Wilson, Fremont, Ohio; University 
of Buffalo School of Medicine, 1883; on the staff of 
the Memorial Hospital; died Feb. 21, aged 98, of 
heart disease and arteriosclerosis. 


Ballou, De Forrest Jr., Linwood, N. J.; University 


of Pennsylvania School of Medicine, Philadelphia, 
1913; served in the regular Army; veteran of World 
Wars I and II; formerly on the staff of the Veterans 
Administration Hospital in Castle Point, N. Y.; died 
in the Shore Memorial Hospital, Atlantic City, 
N. J., Feb. 13, aged 72. 

Bentley, Frederick W., North Tonawanda, N. Y.; 
New York Homeopathic Medical College and Hos- 
pital, New York City, 1894; died in the DeGraff 
Memorial Hospital Feb. 23, aged 87, of gastric 
carcinoma and hepatic metastases. 

Bicknell, George C. ® Indian Head, Md.; Baltimore 
Medical College, 1904; associated with Physicians 
Memorial Hospital in La Plata; died in Prince 
Frederick Feb. 10, aged 77. 

Blackmore, Thomas Albert ® Windsor, Mo.; Mis- 
souri Medical College, St. Louis, 1898; died Jan. 
26, aged 85, of injuries received in an automobile 
accident. 


@ Indicates Member of the American Medical Association. 
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Boden, Leo Meyer ® Buffalo; Albert-Ludwigs- 
Universitat Medizinische Fakultét, Freiburg, Ba- 
den, Germany, 1925; member of the American 
Academy of General Practice; died Feb. 13, aged 
59, of heart disease. 


Bond, Theron Blain, Geneva, N. Y.; University of 
Buffalo School of Medicine, 1912; member of the 
Medical Society of the State of New York; veteran 
of World War I; died in the Veterans Administra- 
tion Hospital, Canandaigua, Jan. 30, aged 74. 


Brown, Swan Wilmer, Cadillac, Mich.; Jefferson 
Medical College of Philadelphia, 1900; died in the 
Mercy Hospital Feb. 26, aged 91, of coronary oc- 
clusion. 


Brown, Walter Earl * Pittsburgh; Jefferson Med- 
ical College of Philadelphia, 1911; on the staff of 
the Homestead (Pa.) Hospital, where he died Feb. 
12, aged 72, of arteriosclerotic heart disease. 


Buchheit, Rudolph George * Buffalo; University of 
Buffalo School of Medicine, 1928; member of the 
Association for Research in Ophthalmology; asso- 
ciated with Our Lady of Victory Hospital in Lacka- 
wanna and the Mercy Hospital; died Feb. 18, 
aged 56. 


Burns, Francis John * Spokane, Wash.; Loyola 
University School of Medicine, Chicago, 1921; 
county coroner; veteran of World Wars | and II; 
associated with Deaconess and St. Luke's hospitals; 
died in the Sacred Heart Hospital Feb. 4, aged 65, 
of carcinoma of the lung. 


Code, John Nicholas, Brightwaters, N. Y.; Univer- 
sity College, Dublin, Ireland, 1944; member of the 
American Society of Anesthesiologists and the Med- 
ical Society of the State of New York; on the staff 
of the Southside Hospital and the Lakeside Hos- 
pital, where he died Feb. 20, aged 45, of a heart 
attack. 

Conant, Edgar Francis * Denver; Columbian Uni- 
versity Medical Department, Washington, D. C., 
1894; died Feb. 7, aged 80, of coronary occlusion. 


Cross, Frank Bethel * Brooklyn; born in 1879; 
Columbia University College of Physicians and 
Surgeons, New York City, 1900; clinical professor 
emeritus of medicine at State University of New 
York College of Medicine; specialist certified by 
the American Board of Internal Medicine; fellow 
of the American College of Physicians; past-presi- 
dent of the Brooklyn Society of Internal Medicine; 
emeritus chief of the medical staff and member of 
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the board of managers, Methodist Hospital; con- 
sulting physician at St. John’s Episcopal, Victory 
Memorial, Midwood, Bay Ridge, and Samaritan 
hospitals all in Brooklyn, St. Luke’s Hospital in 
Newburgh, and John T. Mather Memorial Hospital 
in Port Jefferson, N. Y.; died in the Louden-Knick- 
erbocker Hall, Amityville, N. Y., Feb. 26, aged 78, 
of coronary occlusion. 


DeBonis, Domenico A. ® West Hartford, Conn. 
(licensed in Connecticut in 1893); died in St. Fran- 
cis Hospital, Hartford, Feb. 17, aged 93, of bron- 
chopneumonia and arteriosclerotic heart disease. 


Donehoo, J. Frank, Jackson, Miss.; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1893; an associate member of the American 
Medical Association; for many years practiced in 
Washington, Pa., where he served on the staff of 
the Washington Hospital; died Feb. 8, aged 88. 


Donnelly, James Gordon ® San Francisco; Georgia 
College of Eclectic Medicine and Surgery, Atlanta, 
1912; service member of the American Medical 
Association; veteran of World Wars I and II; for 
many years manager of the Veterans Administra- 
tion Hospital, Fort Miley; died in St. Mary’s Hos- 
pital Feb. 18, aged 67, of occlusive coronary dis- 
ease. 


Draper, William Banford, Denver; McGill Univer- 
sity Faculty of Medicine, Montreal, Que., Canada, 
1924; professor of pharmacology at the University 
of Colorado School of Medicine; served in the 
Canadian Army during World War I; died in Tuc- 
son, Ariz., Feb. 18, aged 64, of cerebral hemor- 
rhage. 


Ewart, Thomas Alexander, Long Beach, Calif.; 
Michigan College of Medicine and Surgery, De- 
troit, 1901; formerly associated with the Indian 
Service; on the staffs of the Seaside Memorial, St. 
Mary’s, and Community hospitals; died Feb. 18, 
aged 84, of congestive heart disease and arterio- 
sclerosis. 


Fordham, Henry Clendenin, Chapel Hill, N. C.; 
Harvard Medical School, Boston, 1953; service 
member of the American Medical Association; cer- 
tified by the National Board of Medical Examiners; 
served in the medical corps of the U. S. Naval Re- 
serve; resident, North Carolina Memorial Hospital; 
died Feb. 13, aged 28, of encephalitis. 


Fowzer, Lloyd Robert, Milwaukee; College of 
Medicine and Surgery (Physico Medical) Chicago 
1911; died Feb. 16, aged 68. 


Furman, Richard B. ® Sumter, S. C.; Medical Col- 
lege of the State of South Carolina, Charleston, 
1889; died in the Twomey Hospital Feb. 22, aged 
91, of arteriosclerotic heart disease, bronchopneu- 
monia and acute gastroenteritis. 
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Goldfain, Samuel Joseph ® Baton Rouge, La.; 
George Washington University School of Medicine, 
Washington, D. C., 1922; fellow of the American 
College of Surgeons; veteran of World War I; on 
the staffs of the Baton Rouge General Hospital and 
Our Lady of the Lake Hospital; died in Jackson 
Jan. 17, aged 58. 


Haeberlin, John Benjamin ® Chicago; Northwestern 
University Medical School, Chicago, 1900; fellow 
of the American College of Surgeons; at one time 
associate clinical professor of surgery at Loyola 
University School of Medicine; served on the staff 
of St. Bernard’s Hospital; died Feb. 12, aged 81, 
of coronary insufficiency. 


Hagen, Beatrice A. Todd, Zanesville, Ohio; Uni- 
versity of Buffalo School of Medicine, 1900; served 
as secretary of the Muskingum County Academy 
of Medicine; for many years health commissioner 


of Muskingum County; died Feb. 13, aged 81. 


Hannings, Herschel Victor, Martin, Tenn.; Univer- 
sity of Tennessee Medical Department, Nashville, 
1908; died in the Obion County Hospital in Union 
City, Dec. 26, aged 73. 


Harvey, John King ® Salina, Kan.; University of 
Kansas School of Medicine, Kansas City, Kan., 
1908; associated with Asbury Hospital and St. John’s 
Hospital, where he died Feb. 20, aged 76, of cere- 
brovascular occlusion. 


Hendrickson, Clifford Wood, Bethel, Conn.; Long 
Island College Hospital, Brooklyn, 1901; an asso- 
ciate member of the American Medical Association; 
formerly practiced in New Rochelle, N. Y.; veteran 
of World War I; died in Danbury (Conn.) Hospital, 
Jan. 30, aged 79, of bronchopneumonia, following 
a fracture, and duodenal ulcer. 


Holderith, Charles Peter ® New Orleans; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1906; veteran of World War I; served 
as state representative; died Feb. 22, aged 76. 


Hyer, Yeadon Mazyck, Darlington, S. C.; Medical 
College of South Carolina, Charleston, 1933; vet- 
eran of World War II; formerly health officer of 
Chester County, Hampton and Allendale Counties; 
associated with McLeod Infirmary in Florence, 
where he died Jan. 29, aged 50, of pneumonia. 


Jenson, William Andrew ® Chicago; Chicago Col- 
lege of Medicine and Surgery, 1912; associated 
with the Swedish Covenant Hospital, where he 
died Feb. 26, aged 78. 


Johnson, Francis Bonneau ® Charleston, S. C.; Med- 
ical College of the State of South Carolina, Charles- 
ton, 1903; specialist certified by the American 
Board of Pathology; fellow of the American Col- 
lege of Physicians; professor emeritus of clinical 
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pathology at his alma mater; past-president of the 
South Carolina Medical Association and the Tri- 
State Medical Association of the Carolinas and 
Virginia; died Jan. 16, aged 76, of carcinoma of 
the prostate. 


Johnson, Julius ® Minneapolis; Minneapolis College 
Physicians and Surgeons, medical department of 
Hamline University, 1906; member of the American 
Psychiatric Association; served on the staffs of 
Swedish, St. Barnabas, Fairview, St. Andrew’s, 
Deaconess, and Glenwood Hills hospitals; died Feb. 
8, aged 80, of myocardial infarction. 


Johnson, S. Lloyd * Catonsville, Md.; Johns Hop- 
kins University School of Medicine, Baltimore, 
1918; member of the American Academy of General 
Practice; first president of. the Maryland Academy 
of General Practice; formerly on the faculty of the 
University of Maryland School of Medicine and 
College of Physicians and Surgeons; veteran of 
World War I; died in the Johns Hopkins Hospital, 
Baltimore, Feb. 4, aged 67, of acute leukemia. 


Jordan, Saunders Robert, Carolina Beach, N. C.; 
Medical College of Virginia, Richmond, 1899; vet- 
eran of World War I; died Feb. 6, aged 84. 


Joyce, Thomas Francis, Los Angeles; Bellevue Hos- 
pital Medical College, New York City, 1898; an 
associate member of the American Medical Asso- 
ciation; served as medical superintendent of the 
Pacific Colony—State Narcotic Hospital in Spadra, 
Calif.; died Feb. 10, aged 84, of bilateral broncho- 
pneumonia. 


Kirby, Darwin ® Champaign, Ill.; Northwestern 
University Medical School, Chicago, 1907; member 
of the Industrial Medical Association; fellow of the 
American College of Surgeons; past-president of the 
American Association of Railroad Surgeons; died 
in the Norbury Sanitarium in Jacksonville Feb. 15, 
aged 74, of coronary occlusion and general and 
cerebral arteriosclerosis. 


Kotz, Jacob, Washington, D. C.; born Dec. 25, 
1895; George Washington University School of 
Medicine, Washington, D. C., 1917; formerly clin- 
ical professor of obstetrics and gynecology at 
George Washington University School of Medicine; 
specialist certified by the American Board of Ob- 
stetrics and Gynecology; an associate member of 
the American Medical Association; fellow of the 
International College of Surgeons and the Amer- 
ican College of Surgeons; veteran of World War I; 
served on the staffs of the George Washington, 
Sibley Memorial, and Prince Georges hospitals and 
Doctors Hospital, where he died Feb. 28, aged 62, 
of arteriosclerotic heart disease. 


Landis, Robert K. ® Nashville, Tenn.; (licensed in 
Tennessee in 1909); member of the American Acad- 
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emy of General Practice; on the staffs of the Nash- 
ville General Hospital and the Baptist Hospital, 
where he died Feb. 2, aged 73, of acute myocardial 
infarction. 


Leonard, Ward Holmes ® Kansas City, Mo.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1897; veteran of World War I; on 
the staff of the Trinity Hospital, where he died 
Jan. 30, aged 86, of myocardial infarction. 


Lewis, George Everie * Lincoln, Neb.; University 
of Nebraska College of Medicine, Omaha, 1925; 
fellow of the International College of Surgeons; 
veteran of World War I; associated with St. Eliza- 
beth’s and Bryan Memorial hospitals; died in the 
Veterans Administration Hospital, Omaha, Feb. 7, 
aged 60, of cerebral thrombosis. 


Lightner, Homer G., Ideal, Ga.; Atlanta College of 
Physicians and Surgeons, 1906; veteran of World 
War I; formerly associated with the Veterans Ad- 
ministration in Macon; died in Montezuma Feb. 8, 
aged 77, of a heart attack. 


Linsey, Philip Robert ® Cleveland; University of 
Wooster Medical Department, Cleveland, 1910; 
member of the American Academy of General 
Practice; associated with tlie Doctors Hospital in 
Cleveland Heights and Polyclinic Hospital; died 
Feb. 10, aged 71. 


Logan, Jesse Robert ® Evansville, Ind.; Indiana 
University School of Medicine, Indianapolis, 1927; 
veteran of World War II; member of the American 
Academy of General Practice; on the staffs of the 
Deaconess and St. Mary's hospitals; died Feb. 16, 
aged 57, of a malignant brain tumor. 


Long, Felix Benjamin ® Starkville, Miss.; Univer- 
sity of Tennessee College of Medicine, Memphis, 
1914; associated with the Felix Long Memorial 
Hospital; died in the Price and Black Hospital in 
Lamesa Feb. 6, aged 75, of coronary occlusion. 


Lorenz, William Frederick ® Madison, Wis.; born 
in New York City Feb. 15, 1882; University and 
Bellevue Hospital Medical College, New York City, 
1903; emeritus professor of neuropsychiatry at the 
University of Wisconsin Medical School; specialist 
certified by the American Board of Psychiatry and 
Neurology; member of the American Psychiatric 
Association and the Central Neuropsychiatric As- 
sociation; fellow of the American College of Phy- 
sicians; veteran of the Spanish-American War; 
served during World War I and received the Dis- 
tinguished Service Medal; engaged as special ex- 
pert in research investigation of pellagra for the 
U. S. Public Health Service, 1914-1915; past-presi- 
dent of the Wisconsin State Board of Control, 
Madison Police and Fire Commission, and the Wis- 
consin Rehabilitation Board; formerly director of 
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the Wisconsin Psychiatric Institute and president 
of the staff of St. Mary’s Hospital; died Feb. 18, 
aged 76, of heart disease. 


Love, Luther Samuel ® Nashville, Tenn.; Univer- 
sity of Tennessee Medical Department, Nashville, 
1909; associated with the Central State Hospital; 
died Feb. 10, aged 76. 


Love, Samuel Glenn, Asheville, N. C.; University 
of Maryland School of Medicine and College of 
Physicians and Surgeons, Baltimore, 1914; died 
Feb. 14, aged 66. 


McCool, Joseph Letelle, Monrovia, Calif.; Univer- 
sity of Pennsylvania Department of Medicine, 
Philadelphia, 1900; an associate member of the 
American Medical Association; specialist certified 
by the American Board of Ophthalmology; member 
of the American Academy of Ophthalmology and 
Otolaryngology; formerly on the faculty of the 
University of California School of Medicine; at one 
time practiced in Philadelphia and Portland, Ore.; 
died Feb. 12, aged 78, of embolism. 


McCulloch, John Max ® Maryville, Tenn.; Univer- 
sity of Tennessee College of Medicine, Memphis, 
1935; on the staff of the Blount Memorial Hospital, 
where he died Feb. 6, aged 51, of acute posterior 
myocardial infarction. 


McElhinney, John Samuel, Buffalo, Mo.; Eclectic 


Medical University, Kansas City, Mo., 1906; died 
in Lebanon Dec. 16, aged 91. 


McGuire, Bennet Joseph ® Pittston, Pa.; University 
of Pittsburgh School of Medicine, 1925; formerly 
an officer in the medical corps of the U. S. Army 
Reserve; member of the Radiological Society of 
North America; past-vice-president of the Pennsyl- 
vania Radiological Society; for many years member 
of the board of health of West Pittston; associated 
with Mercy Hospital in Wilkes—Barre and the Pitt- 
ston Hospital; vice-president and for many years 
member of the board of managers of Luzerne 
County Industrial School at Kis—Lyn; died in the 
Veterans Administration Hospital, Wilkes—Barre, 
Feb. 18, aged 62, of cancer. 


Mair, William Lewis, Detroit; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1906; 
died in the Public Hospital, Clinton, Ont., Canada, 
Feb. 11, aged 76, of cerebral thrombosis. 


Margolin, Berthe ® Tulsa, Okla.; Fort Worth 
School of Medicine, Medical Department of Texas 
Christian University, 1917; served on the staff of 
St. John’s Hospital; died Feb. 1, aged 65, of in- 
juries received when struck by her automobile. 


Meek, Marcus L., Abington, Ind.; Central College 
of Physicians and Surgeons, Indianapolis, 1895; 
died in the Reid Memorial Hospital, Richmond, 
Feb. 10, aged 101, of arteriosclerotic heart disease. 
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Mendel, James Harold ® Miami, Fla.; born in 
Wheeling, W. Va., Aug. 17, 1894; Jefferson Medical 
College of Philadelphia, 1918; served on the faculty 
of his alma mater; at one time practiced in Phila- 
delphia, where he was associated with Jefferson 
Hospital, Germantown Dispensary and Hospital, 
and the Memorial Hospital; specialist certified by 
the American Board of Otolaryngology; in 1935 
was awarded a Bronze Medal by the American 
Medical Association for his exhibit on ear drums 
and their interpretation; member of the American 
Academy of Ophthalmology and Otolaryngology; 
on the staff of the Doctors’ Hospital in Coral 
Gables; for many years on the staff of the Mercy 
Hospital; died in Coral Gables, Feb. 5, aged 63, of 
myocardial infarction. 


Miller, Robert Carlysle, Gastonia, N. C.; North 
Carolina Medical College, Charlotte, 1909; mem- 
ber of the Medical Society of the State of North 
Carolina; past-president of the Gaston County 
Medical Society; associated with Gaston Memorial, 
Garrison General, and Gaston County Negro hos- 
pitals; died Feb. 4, aged 72, of cerebral hemorrhage. 


Mixsell, Harold Ruckman ® New York City; Co- 
lumbia University College of Physicians and Sur- 
geons, New York City, 1910; served on the faculty 
of the University and Bellevue Hospital Medical 
College; specialist certified by the American Board 
of Pediatrics; member of the American Academy 
of Pediatrics; veteran of World War I; consulting 
pediatrician, Community Hospital in Glen Cove, 
St. Luke’s, Woman’s, and Beekman—Downtown 
hospitals; formerly editor of the Archives of Pedi- 
atrics; died in the New York Hospital Feb. 13, 
aged 72. 


Moore, John Frederick ® Nashville, Tenn.; George 
Washington University School of Medicine, Wash- 
ington, D. C., 1927; retired from the Veterans Ad- 
ministration Aug. 11, 1952; died Feb. 9, aged 58, 
of cerebral thrombosis. 


Moore, John Milton, Chicago; McGill University 
Faculty of Medicine, Montreal, Que., Canada, 1893; 
died Feb. 2, aged 89, of arteriosclerotic heart 
disease, generalized arteriosclerosis, and hyper- 
tension. 


Mullen, James Emmett ® Toledo, Ohio; Loyola 
University School of Medicine, Chicago, 1936; 
member of the Industrial Medical Association; fel- 
low of the American College of Surgeons; asso- 
ciated with St. Charles and Mercy hospitals; died 
Feb. 8, aged 49, of a heart attack. 


Zahn, Benjamin, J., Oak Park, Ill.; Chicago Home- 
opathic Medical College, 1900; died in the Oak 
Park Hospital Feb. 10, aged 89, of encephalomalacia 
and cerebral arteriosclerosis, general arteriosclero- 
sis, and arteriosclerotic heart disease. 
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AUSTRIA 


Post-traumatic Subdural Effusions.—At the meeting 
of the Society of Physicians in Vienna on Feb. 7, 
Dr. K. Holub said that colorless or yellowish 
subdural effusions (hygroma) produce symptoms re- 
sembling those of subdural hematoma. In less se- 
vere cases the patients complain of headache, ver- 
tigo, and unsteady gait but show no neurological 
findings. These patients are often treated on the 
basis of an erroneous diagnosis such as post-trau- 
matic neurosis or compensation neurosis. It is im- 
portant to carry out all the necessary diagnostic 
examinations, since an operation performed in time 
often cures these patients. 


Passage of Poliomyelitis Virus Through Filters.—At 
the same meeting Drs. W. Auerswald and J. Klima 
said that accidents associated with poliomyelitis 
vaccine in 1955 were due to the presence of virus 
aggregates in the vaccine. Previously Syverton had 
demonstrated the infectivity: of the tissue culture 
noncytopathogenic vaccine in cortisone-treated 
monkeys, and Taylor observed in the vaccine sedi- 
ment after ultracentrifugation aggregates of virus. 
Therefore a second filtration of the single-strain 
virus pools three days after complete inactivation 
was prescribed as a minimum requirement. It be- 
came evident, however, that filtration induced loss 
of antigenicity. Studies on the behavior of polio- 
viruses during filtration were formerly made on 
active virus which could be titrated on the tissue 
culture, but it is doubtful that results obtained 
with active virus can be compared with those of 
the formaldehyde-treated virus interacting with fil- 
ters. The author therefore modified the method 
Sharp used with influenza virus to evaluate directly 
the particle numbers of the virus suspension before 
and after filtration. The virus suspension is ultra- 
centrifuged at 26,000 rpm in an analytical cell, 
quantitatively on the agar-coated bottom. After 
fixation the virus is transferred to a collodion rep- 
lica and the particle number is evaluated in the 
electron microscope. By means of controls with the 
supernatant fluid it was shown that all of the virus 
had been recovered. In this way the selective prop- 
erties of a filter can be evaluated in terms of lost 
particles. In these experiments it was further pos- 
sible to obtain pictures of aggregates of poliovirus 
contained in the virus suspension before filtration 
while the same suspension after filtration was free 
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from aggregates. This way of direct observation 
may improve control measures during vaccine pro- 
duction and enhance the safety and antigenicity of 
the finished product. 


Epithelioid Cell Reaction.—At a meeting of the 
Society of Physicians on Jan. 31, Dr. St. Wuketich 
reported on histological examinations made on 489 
patients who were operated on for carcinoma. The 
tissues in 29 of these revealed an epithelioid cell 
reaction of the regional lymph nodes. This reaction 
was demonstrated in the lymph nodes with and 
without cancer. The two main types of epithelioid 
cell reactions include the small foci of epithelioid 
cell proliferation and the granulomatous epithelioid 
cell proliferation with extensive foci. The inflamma- 
tory changes of the lymph node in an epithelioid 
cell proliferation with a small focus is almost al- 
ways associated with the presence of reticulosis of 
the sinuses and with an increased activity of the 
germ .centers and are similar to those seen in pa- 
tients with subacute cervical and nuchal lympha- 
denitis. The picture of the epithelioid cell prolifera- 
tion could not be differentiated with certainty from 
the epithelioid tuberculosis and Boeck’s sarcoid. 
The epithelioid cell lymph node reaction is particu- 
larly present in patients with regressive carcinoma- 
tous changes after x-ray treatment and is initiated 
by the disintegration products of the tissues of the 
tumor. 


Pelvic Lymph Nodes.—At the meeting of the soci- 
ety of Gynecologists and Obstetricians in January 
in Vienna, Dr. G. Reiffenstuhl said that the efferent 
lymph vessels and the lymph nodes of the pelvis 
were made visible in cadavers of newborn girls by 
the injection of a dye, and after an adequate fixa- 
tion were examined under a dissecting microscope. 
Because the nomenclature of the pelvic lymph nodes 
is not uniform and has been changed repeatedly, 
the proposal was made to name the nodes accord- 
ing to their position with respect to the blood ves- 
sels, so that their names would designate their ap- 
proximate topography. The regional lymph nodes 
of the uterine cervix are situated along and be- 
hind the large parietal blood vessels, starting at 
the infrapiriform foramen and extending to the 
aorta. The pubogluteal lymph nodes are situated 
behind the large blood vessels in the area of the 
spina ischiadica and can be reached only with 
difficulty. These studies revealed that the lymphat- 
ic system of the pelvis consists of a widespread 
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network. Because of the number of regional lymph 
nodes, cervical cancers may metastasize through a 
great variety of pathways. 


Cancer of the Uterine Cervix.—At the same meeting 
Dr. H. Knaus said that the high death rate from car- 
cinoma of the uterine cervix presented a complex 
problem. Although the operative mortality has de- 
creased, two serious problems remain, namely, 
postoperative urethral fistula and recurrence in the 
regional lymph nodes. These complications may be 
prevented, however, by using the best operative 
technique. In the speaker’s series of 117 radical op- 
erations (85 with Wertheim’s and 32 with Schau- 
ta’s method) only one woman died of a postoper- 
ative collapse of the lung. After a Wertheim’s oper- 
ation, a urethral fistula occurred in only one pa- 
tient. In this patient exposure of the urethra in an 
already carcinomatous environment proved very 
difficult. This fistula was treated three months 
after the radical operation by implantation into the 
bladder, and the patient was cured of the fistula 
and carcinoma. The operation was performed in 
1950 and the patient is still alive and well. The 
radical operation, including removal of the region- 
al lymph nodes in 59 patients, revealed involve- 
ment of the lymph nodes in 19. Of the 116 patients 
who survived the operation, 24 died later (17 after 
Wertheim’s and 7 after Schauta’s operation). Of 
55 who were operated on in the years from 1950 
to 1953 (36 using Wertheim’s and 19 using Schau- 
ta’s technique ) 40 appear to be permanently cured 
(25 after Wertheim’s and 15 after Schauta’s oper- 
ation ). 


BRAZIL 


Leprosy and Tuberculosis—The results of the 
tuberculin and lepromin tests, carried out in pre- 
ventoriums among children of persons with leprosy 
who consequently had been exposed to this disease 
lead Dr. N. S. Campos and co-workers (Interna- 
tional Journal ef Leprosy) to conclude that a state 
of specific resistance or immunity to tuberculosis 
due to leprous infection and a state of cross resist- 
ance due to tuberculous infection exist. Some of 
these leprosy contacts were lepromin-positive and 
had specific resistance, cross resistance, or both. 
They might appear to be healthy, or they might 
have lesions of the tuberculoid type of the disease. 
Others were lepromin-negative. They too might 
appear to be healthy, or they might have lesions of 
the indeterminate or lepromatous forms of the dis- 
ease. The incidence of leprosy among close con- 
tacts was found to be much higher than is 
indicated by current epidemiological data. Correla- 
tion of the tuberculin and lepromin reactions led 
to an orientation of the criteria of surveillance of 
these children in preventoriums. Most attention 
should be given, first, to the lepromin-negative and 
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tuberculin-positive children, and, next, to those who 
are negative to both lepromin and tuberculin. The 
high frequency of positive lepromin reactions in 
those without evident manifestations of leprosy 
and the high incidence of tuberculoid leprosy 
(nodular and sarcoidal) among the close contacts 
of patients with open forms of the disease sug- 
gested the existence of the lymph node complex 
without clinical manifestations, and that those 
manifestations, by their own characteristics, cor- 
responded to the initial or inoculation lesion. 


Blood Groups and Gastric Lesions.—Leite and Goffi 
(Revista paulista de medicina, vol. 52, January 
1958) found the following blood group distribution 
in 124 patients with gastroduodenal ulcer, 98 with 
gastric carcinoma, and 1,818 unselected blood 
donors: 

Gastrie Peptic nselected 


Carcinoma  Uleer, Blood 


Blood Group ¢ Donors, % 


The authors concluded that there was a signifi- 
cant increase in the frequency of group A and a 
decrease of group O among patients with gastric 
carcinoma, and that there was no significant differ- 
ence in the distribution of ABO blood groups 
among patients with peptic ulcer. This could be 
explained either through carcinogenic action by 
gene A, or through a protective action by gene O. 


Mega-esophagus and Trypanosomiasis.—Rezende 
and Rassi (O Hospital, vol. 53, January, 1958) 
found that the endemic mega-esophagus and mega- 
colon which occur in certain areas of Brazil are 
definitely caused by Trypanosoma cruzi. The com- 
plement fixation test for Brazilian trypanosomiasis 
was positive in 89% of 170 unselected patients with 
mega-esophagus and in 68.6% of 277 with heart 
disease believed to be infected with T. cruzi. In 
126 unselected patients with mega-esophagus, 50% 
showed signs of heart disease. Among 175 patients 
with chronic trypanosomal cardiopathy, 27.9% 
showed evidence of esophageal involvement. The 
authors concluded that the esophagus, when 
affected by trypanosomiasis, reveals the diagnosis 
much earlier than the heart. The proportion of 
males to females was 1.7:1 among those with 
trypanosomal cardiopathy; 2:1 among those with 
mega-esophagus; and 2.3:1 among those with asso- 
ciated cardiopathy and mega-esophagus. 


Carcinoma of Uterine Cervix.—J. C. G. da Silveira 
(Revista de gynecologica e dobstetricia, vol. 52, 
January, 1958) lists the following situations in the 
diagnosis of noninvasive carcinoma of uterine cer- 
vix in which conservative treatment could permit 
the extension of the lesions: (1) endocervical as- 
cension or glandular penetration; (2) ectocervical 
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extension of carcinoma in situ beyond the habitual 
limits of vaginal section in the amputation or the 
conization of the cervix; (3) coexistence of an in- 
vasive carcinoma below the area of carcinoma in 
situ; and (4) precocious lymphatic metastasis of a 
superficial, apparently intraepithelial lesion. In any 
of these situations, pure excision of the cervix or 
total hysterectomy, conservative of ovaries and 
vagina, could result in disaster. In such an opera- 
tion there is always the possibility of leaving areas 
of carcinoma in situ which could become invasive 
or of overlooking the present invasion or the pre- 
cocious ganglional metastasis that would require 
radical hysterectomy with lymphadenectomy. 


FINLAND 


Adiposis Dolorosa.—According to Kirpila and Ri- 
patti (Nordisk medicin, March 6, 1958) adiposis 
dolorosa is fairly common. In most of their series 
of 27 women with this disease, the fatty tumors 
had dominated the clinical picture by virtue of 
the pain they provoked, and in several cases they 
were the patients’ sole complaint, although the 
patients had originally been sent to hospital as 
rheumatics. All of these women were very fat, 
their weights ranging from 57 to 92 kg. (125 to 
202 lb.). Their ages ranged from 41 to 56 years. 
Their concomitant articular rheumatism was usu- 
ally mild. The sedimentation rate was only slightly 
raised, the mean being lower for these patients 
than for rheumatics in general. Though a lookout 
was kept for hormonal disturbances, with special 
reference to the thyroid, there was only one case 
of thyroid adenoma. 

Laboratory tests did not confirm the clinical im- 
pression of thyroid deficiency in two patients. Sev- 
eral patients showed well-marked neurasthenia. 
The tumors often showed a symmetrical distribu- 
tion, being found on the inner side of the knee in 
many cases in the form of painful infiltrations of 
fat. Five patients also had such tumors above and 
below the knees. The buttocks and lumbar regions 
were also involved in several patients. The size of 
the tumors ranged from that of a cherry to that 
of a clenched fist. Adiposis dolorosa should not be 
diagnosed when no replica can be found elsewhere 
to single painful infiltration. All the patients in this 
series were given restricted diets and a thyroid 
preparation, but, since the cause of the disease is 
still unknown, it is not surprising that the treat- 
ment was often disappointing. Roentgen treatment 
gave some relief, and so did the removal of small 
and strictly limited tumors in three patients. 


Myocardial Infarction.—Between 1952 and 1956 a 
hospital in Abo discharged as convalescents 370 
patients who had been treated for acute cardiac 
infarction. Their subsequent fate from six months 
to five years after discharge was reported by Dr. 
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E. lisalo and co-workers ( Nordisk medicin, Feb. 13, 
1958 ). Of the 87 patients who died since discharge, 
death was due to some cardiovascular disease in 
81 and was sudden in 76 of these. Five deaths 
were due to apoplexy. There were 41 patients who 
were not traced. The remaining 242 patients 
formed the basis of the study. Of these, 95 (40% ) 
were unable to resume their previous occupations. 
The remaining 60% had returned to regular work 
from three to six months after discharge. The high 
rate of invalidism compares unfavorably with the 
corresponding rate reported by earlier observers 
and may reflect the comparatively advanced age 
of the Finnish patients. In 54 cases an electro- 
cardiogram characteristic of cardiac infarction had 
become normal since discharge. They included 35 
patients who were fit for work on reexamination. 
This high recovery rate after an alarming electro- 
cardiogram at the time of an acute infarction sug- 
gests that this test may often fail to reveal the 
dynamic capacity of the heart to react to the de- 
mands made on it. Many in need of digitalis treat- 
ment did not receive it, and the follow-up exami- 
nation showed that it had often not even approxi- 
mately achieved the results to be expected of it 
when it was given. 


MEXICO 


El Medico.—In April Mexico’s largest independent 
medical publication, El Medico, celebrated its 
seventh anniversary. All of Mexico’s approximately 
15,000 physicians receive this journal monthly. In 
addition to the Mexican issue, the editor prepares 
special limited editions for Venezuela, Columbia, 
Ecuador, and all Central American countries. This 
medical periodical comes closest to THE JOURNAL 
of the American Medical Association but since 
Mexico has no official professional organization, 
El Medico fights for economic, scientific, cultural, 
and social benefits for physicians. Recent issues to 
all countries have reprinted the new A. M. A. Code 
of Ethics for the benefit of 27,000 Latin American 
physicians. One newly developed section of El 
Medico is the section on practical medicine. Here 
little known technical procedures such as blood 
typing are discussed. 


UNITED KINGDOM 


Unidentified Respiratory Disease of Children.—An 
outbreak of respiratory disease, the cause of which 
is unknown, occurred in London and Birmingham. 
It was not due to any type of known influenza virus, 
and laboratory investigations which are proceeding 
have so far failed to find a cause. The Princess 
Louise Kensington Hospital for Children, London, 
recently admitted 104 such patients, and although 
at the time there was an increased incidence of 
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respiratory illness in London, the patients in this 
outbreak differed with respect to severity of illness 
and clinical features from those seen in other parts 
of the city. There was a history of rhinorrhea and 
sneezing for three to five days, sometimes with a 
cough, followed by noisy breathing and an in- 
creased respiratory rate (between 40 and 96 per 
minute, and in some up to 140 per minute). The 
children were pale and seemed to be in shock. 
Those under three months old were often cyanosed, 
with tachycardia, with pulse rate of 190 per minute. 
The breath sounds were harsh, and fine widespread 
rales developed later. A white frothy secretion was 
present in the mouth and pharynx, often requiring 
aspiration. Older children had a temperature vary- 
ing from 100 to 105 F. (37.8 to 40.6 C), but younger 
children were afebrile. 

The total leukocyte count varied from 6,000 to 
15,000 with no significant disturbance of the ratio of 
polymorphonuclear cells to lymphocytes. No spe- 
cific pathogens were isolated from the nose or 
throat. The sedimentation rate was raised in half the 
patients. Chest roentgenograms showed increased 
density, particularly in the lower lobes, and in a 
high proportion there was evidence of collapse- 
consolidation. Radiologic follow-up showed that 
these lesions resolved fairly rapidly. Half the pa- 
tients required treatment in an oxygen tent, with an 
oxygen content of 80% and a humidity of 70 to 80%. 
Six children required digitalization for heart failure. 
Antibiotics and sulfonamides were given, but they 
were of little value, except in the prevention of 
secondary infection. Once the acute stage of re- 
spiratory infection was over, recovery was rapid. 
Two children died, however, from the illness. 


Hypoglycemic Sulfonylureas.—There is still specu- 
lation on the precise mode of action of tolbutamide 
and carbutamide. Weaver and co-workers ( Brit. 
M. J. 1:425, 1958) made investigations suggesting 
that tolbutamide does not act by increasing the 
effective level of insulin in the blood, as some ob- 
servers have supposed. They examined the arterio- 
venous (A-V) glucose difference after an oral dose 
of 3 Gm. of tolbutamide in 10 patients with diabetes 
of recent onset not controlled by diet. A simulta- 
neous estimation of the insulin-like activity of the 
serums was also made using the rat diaphragm 
technique before and after the administration of the 
drug. In addition studies were made to determine 
the effect of tolbutamide on the rate of disappear- 
ance of insulin labeled with 1 '*’ from the plasma of 
normal rabbits. The A-V glucose difference is an 
index of peripheral glucose uptake, if the peripheral 
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blood flow remains unchanged and the arterial glu- 
cose level is constant. It was assumed that they re- 
mained so in these patients. Since no change in the 
A-V glucose difference was found this was taken as 
evidence that tolbutamide does not increase the 
uptake of glucose by the peripheral tissues. Exami- 
nation of the insulin-like activity of the serum by 
the rat diaphragm method revealed no change in 
this activity after the administration of tolbutamide, 
and no difference was found in the rate of disap- 
pearance of intravenously administered radioiodine 
(I'*') from the plasma of normal rabbits after the 
intravenous injection of tolbutamide. These studies 
suggest that tolbutamide does not produce its hypo- 
glycemic action by increasing the level of insulin in 
the tissues and so promoting the peripheral utiliza- 
tion of glucose. 


Heat Stroke from a Turkish Bath.—Stoddart ( Brit. 
M. J. 1:443, 1958) reports that a woman of 57 was 
admitted unconscious to hospital after having taken 
a Turkish bath for 40 minutes at a temperature of 
100 F (37.8 C). She appeared to be asleep in the 
bath but could not be roused and was sent by am- 
bulance to hospital about two hours after entering 
the bath. Her rectal temperature was 107 F. (41.7 
C), pulse rate 90, and blood pressure 90/50 mm. 
Hg. Her pupils were widely dilated, she did not 
respond to painful stimuli, reflexes were generally 
depressed, the plantar response was flexor, and 
there was marked opisthotonos. A diagnosis of heat 
stroke was made. She was given 25 mg. of chlor- 
promazine intramuscularly to depress the heat- 
regulating center and discourage shivering, and her 
temperature was further reduced by wet sheets and 
ice packs. There was no evidence of a neurological 
or cerebral vascular lesion. The patient developed 
generalized epileptiform convulsions, which were 
controlled by intramuscular injections of pheno- 
barbital. Consciousness returned after seven hours, 
and she was discharged from the hospital on the 
fifth day. A follow-up showed no mental or neu- 
rological impairment. 


Estimation of Blood Loss in Melena.—When eryth- 
rocytes labeled with radioactive chromium are in- 
troduced into the stomach or duodenum more than 
90% of the chromium can be recovered in the feces. 
Jones (Brit. M. J. 1:493, 1958) has quantitatively 
estimated blood loss in the stools by labeling the 
subject’s red blood cells with radioactive chro- 
mium (Cr*'), reinjecting them into the circulation, 
and subsequently estimating the Cr®’ content of the 
stools with a Geiger-Miiller counter. Six anemic pa- 
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tients known to be losing red blood cells in the stools 
were studied. The patient's own erythrocytes were 
labeled with about 100 ye of Cr°', using Cr°’ with 
a specific activity of 10 to 30 we per meg. of chro- 
mium. The labeled erythrocytes were then injected 
intravenously and the loss of Cr*’ in the stools 
estimated. The rate of loss of Cr°' from the blood 
stream was increased beyond the normal figure, 
based on red blood cell survival estimates, and this 
was almost completely accounted for by the amount 
of Cr*’ lost in the stools. The amount of Cr*' in the 
stools did not completely account for the rate of 
loss of Cr*’ from the blood stream, indicating that 
some Cr*' is reabsorbed from the gastrointestinal 
tract but is not reutilized. Thus the Cr°' method 
slightly underestimates the amount of blood lost in 
the stools. In two control subjects known not to be 
bleeding into the gastrointestinal tract, the amount 
of Cr®’ excreted in the stools following the intra- 
venous injection of cells labeled with Cr°*' was very 
small, being equivalent to 0.1 to 0.2 ml. of red blood 
cells daily. Because of this slight excretion the daily 
loss of blood in the stools must be more than 1| ml. 
before it can be detected by this tracer method. 


Advanced Mammary Cancer.—Hypophysectomy 
causes improvement in 50 to 67% of patients with 
advanced mammary cancer, but there is usually a 
hypophyseal remnant, as complete extirpation can 
never be certain. Edelstyn and co-workers (Lancet 
1:462, 1958) described a method for complete 
destruction of the pituitary by combining surgical 
removal with subsequent irradiation of the pituitary 
fossa with yttrium-90 oxide. Hypophysectomy is 
accomplished by the right transfrontal route, and 
when as much of the gland as possible has been 
removed and hemostasis secured, the fossa is 
packed with 7.5 to 10.0 mc of radioactive yttrium 
(Y°°) oxide mixed with dental impression wax. A 
wax pellet is rolled between two thick flat pieces 
of Perspex into a cylindrical shape and loaded into 
a piece of glass tubing, 30 cm. long and 0.5 cm. in 
internal diameter, which is fitted with a metal 
plunger so that the wax can be placed in the 
pituitary fossa. Great care is needed to prevent 
radioactive contamination of operating room per- 
sonnel. Contaminated instruments are stored until 
they become inactive. Cortisone is given to the pa- 
tients starting two days before the operation and 
treatment with thyroid extract is started about a 
month later. 

Twenty-five patients have been so treated. Five 
died postoperatively, and of the survivors 16 have 
shown objective evidence of remission. Complica- 
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tions include major damage to the optic nerve in 
two patients and third cranial nerve lesions in four, 
probably due to forcing of the wax through the 
lateral wall of the fossa. Thyroid function was de- 
pressed in all patients who were well enough to be 
examined, and only 1 patient in 19 showed evidence 
of estrogenic activity, as judged by vaginal cytol- 
ogy. Autopsy was performed on three of the five 
patients that died, and there was evidence in two 
of them of still viable pituitary tissue. 


Single Massive Doses of Penicillin.—Joseph ( Brit. 
M. J. 1:487, 1958) compared the results of using 
single massive doses of penicillin for the treatment 
of acute lower respiratory infection in children with 
those of continuous therapy. The diagnosis was 
based on radiologic appearances as well as on 
physical signs. A single dose of 0.2 to 0.5 Gm. of 
sodium penicillin was given intramuscularly to 52- 
children, most of whom received in addition 0.3 
Gm. of sulfadimidine per kilogram of body weight. 
The 54 children in the control group were given 
sodium penicillin every 6 or 12 hours in the stand- 
ard dosage and 0.15 to 0.2 Gm. of sulfadimidine 
per kilogram per 24 hours, administered every 6 
hours in divided doses. Treatment was continued in 
this group for at least five days. Comparison of the 
effectiveness of the two forms of treatment was 
based on the successes, failures, relapses, and com- 
plications. In addition the effect of treatment was 
observed on the fall in temperature, pulse, and 
respiratory rates; the rate of disappearance of 
physical and radiologic signs; and the length of 
stay in hospital. On these criteria the results ob- 
tained in the children receiving a single massive 
dose of penicillin were as good as those in children 
under standard continuous penicillin treatment. In 
children particularly, 1 injection of penicillin com- 
pared with 20 or more is an advantage. Apart from 
pain and discomfort, all the hazards associated with 
injections given in the hospital are avoided, the time 
of the nursing staff is saved, and patients are not 
disturbed in their sleep for injections. 


Extracellular Water in Epilepsy.—The experimental 
production of convulsions by overhydration and 
their control by dehydration is well known. A die- 
tary regimen involving dehydration has also been 
used with some success in the control of epilepsy 
with improvement in the electroencephalogram. 
Olbrich and co-workers (Brit. M. J. 1:500, 1958) 
investigated the relation between the distribution of 
extracellular water and total body water in epileptic 
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and nonepileptic subjects. Eighteen epileptic males, 
with a duration of disease of 2.5 to 40 years, and 38 
nonepileptic males were studied. The subjects were 
prepared for the test by being given a low-protein 
diet and ample fluid the day before. The total body 
water was measured by the urea method of 
McCance and Widdowson, but no significant differ- 
ence was found in the values for the two groups. 
There was, however, a significant difference be- 
tween the absolute values for extracellular water, 
measured by the sodium thiosulfate method, the 
amount in epileptics being 12.5 + 3.1 liters, and in 
normal subjects 11.3 + 1.76 liters. When the ratio 
of extracellular water to total body water expressed 
as a percentage was compared in the two groups 
the significance of the difference between them be- 
came more evident. This ratio was 2.9 + 5.1 in the 
former and 25.3 + 3.4 in the latter group. When 
the epileptics were classified according to frequency 
of the fits, those with the greatest frequency had 
the highest ratio of extracellular water to total body 
water. The average total sodium in the extracellular 
space was also greater in the epileptics. 

As all the epileptics were investigated in the in- 
terval between attacks, the results suggest that an 
increase of extracellular fluid is always present in 
epileptics and that it is this that predisposes them 
to seizures. The beneficial effects reported of treat- 
ment by starvation, dehydration, ion exchange 
resins, and acetazolamide may depend on loss of 
fluid and sodium from the extracellular space. Re- 
striction of sodium in epileptics would be rational 
treatment, according to these observations. 


Army Medical Museum.—The Royal Army Medical 
Corps Historical Museum at Crookham houses a 
collection that is mainly for the nonspecialist. No 
effort has been made to duplicate the purely tech- 
nical collections that already exist. This group of 
apparatus, models, plaques, letters, drawings, photo- 
graphs, standards, and medals illustrates brilliantly 
the development of the army medical services from 
the time of the Peninsular War, in which the Duke 
of Wellington had small medical resources at his 
command, to the present. The collection reveals 
doctors, in war and in peace, as great collectors. 
The trophies range from a Russian drum won at 
Sebastopol to a Coptic cross collected by a surgeon 
in Lord Napier’s Abyssinian Campaign of 1868. 


Parking Problems.—The St. Marylebone Borough 
Council in London has asked the Minister of Trans- 
port and Civil] Aviation to ban parking in an area 
of London in the vicinity of Oxford Street except 
at parking places where a charge by parking meters 
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would be made. Four local physicians and the Brit- 
ish Medical Association were among the objectors 
and, as reported in the British Medical Journal of 
Feb. 8, attention was drawn to the difficulties of 
doctors in parking and to the fact that in some 
cases the difficulty was so great that doctors had 
been forced to refuse to take some people as pa- 
tients. It was pointed out how difficult it would 
make the life of a general practitioner who must 
have his car available at all times. It was suggested 
that exemption from payment of essential persons 
such as doctors and midwives on duty should be 
arranged. 


Marriage and Divorce 1956.—The Registrar Gen- 
eral’s Statistical Review of England and Wales for 
the year 1956 reported that in 1956 there were 
352,944 marriages, giving a rate of 15.8 persons 
marrying per 1,000 of population; 120 of the men 
and 2,681 of the women were under 17 at mar- 
riage, and 5 men, though no women, were over 90. 
The five men were all widowers. The commonest 
age for men to get married was 23 and for women 
21. There is a tendency for people to marry younger 
than they did 50 years ago, and widows and wid- 
owers are much more likely to remarry than they 
were 50 years ago. Marriages dissolved by divorce 
in 1956 numbered 25,718 and by annulment 547. 
These figures are respectively about six times and 
three times the comparable figures for the 1930's. 
The figure for divorces was the lowest since the 
end of World War II. The commonest age for di- 
vorce to take place is 30 to 34 for both husbands 
and wives, and 10 to 14 years is the commonest 
duration of those marriages which end in divorce. 
Of those couples who were divorced, the largest 
number (8,934) had no children, and the next 
largest number (8,212) had only one child. In 188 
cases of divorce there were seven or more children 
of the marriage. 


Bodies for Dissection.—The minimum number of 
bodies required each year for dissection is 622. In 
the last two years more than this number has been 
supplied, but the distribution is variable. The med- 
ical schools seriously short of such bodies are 
those at Cambridge, Newcastle, and Glasgow. For 
the last two years the supply in London has ex- 
ceeded the 10-year average of 220, while in the 
provinces and Scotland it has been below the 10- 
year averages of 328 and 112 respectively. Last 
year bequested bodies comprised 70% of the Lon- 
don supply, 44% of the provincial supply, but only 
15% of the Scottish supply, and of the total number 
of bodies available 48% were bequests. 
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FRAUDULENT SECURITIES PRACTICES 


To the Editor:—During the course of various in- 
investigations conducted by the United States 
Securities and Exchange Commission, it has been 
reported that a considerable number of the mem- 
bers of the medical profession have been victimized 
by high-pressure telephone salesmen who have 
induced doctors, as well as members of other pro- 
fessional groups, to purchase securities of no value 
or dubious value. 

As a result of this nefarious conduct on the part 
of these salesmen, the New York State Attorney 
General and the United States Securities and Ex- 
change Commission developed and published a 10- 
point guide to alert the public against fraudulent 
securities practices. Notwithstanding the dissemina- 
tion of the information and advice contained in a 
public pronouncement, there have been a mounting 
number of complaints brought to our attention con- 
cerning the continued activities of unscrupulous 
stock salesmen. 

The Securities and Exchange Commission News 
Digest, Nov. 26, 1956, covers this subject matter. 
We believe that it will be an effective guide for 
the members of the medical profession in avoiding 
the pitfalls involved in the purchase of securities 
from unknown sources. 


_ New York State Attorney General Jacob K. Javitz and the 
U. S. Securities and Exchange Commission, jointly an- 
nounced today that they have agreed upon a basic 10-Point 
Guide for the public, to furnish a warning against fraudulent 
securities practices. 

Among those cooperating with the Attorney General and 
the Commission in developing this 10-Point Guide were 
representatives of the New York Stock Exchange, American 
Stock Exchange, National Association of Securities Dealers, 
Association of Stock Exchange Member Firms, Investment 
Bankers Association of America and the Better Business Bu- 
reau of New York City, which originally met on September 
28, 1956. This meeting was called by Mr. Javitz and Mr. 
Paul Windels, Jr., New York Regional Administrator of the 
Securities and Exchange Commission. 

Because of the mounting number of complaints being re- 
ceived by law enforcement agencies involving unscrupulous 
stock operators, it was felt that a combined effort supple- 
menting the continuing activities of the cooperating organiza- 
tions to warn the public of the pitfalls involved in buying 
securities from unknown sources must be made. 

“Too many people have fallen prey to unknown, high- 
pressure telephone salesmen who have peddled securities of 
no value or dubious value,” Mr. Javitz and Mr. Windels de- 
clared. “With the publication of this 10-Point Guide,” they 
added, “we hope to provide the public with a simple but 
effective guide to saving themselves from falling for sucker 
bait.” 

The 10-Point Guide is as follows: 
1. Think before buying. 
2. Deal only with a securities firm which you know. 


3. Be skeptical of securities offered on the telephone from 
any firm or salesman you do not know. 

4. Guard against all high pressure sales. 

5. Beware of promises of quick spectacular prices rises. 

6. Be sure you understand the risk of loss as well as the 
prospect of gain. 

7. Get the facts—do not buy on tips or rumors. 

8. Request the person offering securities over the phone 
to mail you written information about the corporation, its 
operations, net profit, management, financial position and 
future prospects. Save all such information for future refer- 
ence. 

9. If you do not understand the written information, con- 
sult a person who does. 

10. Give at least as much thought when purchasing se- 
curities as you would when acquiring any valuable property. 

This 10-Point Guide has been one of the developments of 
the close cooperation initiated between the offices of At- 
torney General Javitz of New York and the New York Re- 
gional Office of the Securities and Exchange Commission 
headed by Paul Windels, Jr. 

It is presently contemplated that thousands of copies of 
the above 10-Point Guide will be distributed throughout 
New York by securities firms, the Better Business Bureaus, 
and other agencies interested in increased vigilance on the 
part of the investing public. 


WINDELS JR. 

SCHOEN Jr. 

United States Securities and Exchange Commission 
225 Broadway, New York 7. 


AID TO FOREIGN MEDICAL LIBRARIES 


To the Editor:—Medical libraries and medical 
schools abroad are rapidly organizing and growing 
in Asia, Latin America, and other parts of the 
world. The United States government and private 
American aid have been helping through technical 
aid and scholarships to encourage and foster this 
growth. American medical practices and knowledge 
are thus of aid all over the world in making a 
better life possible. Many members of the American 
Medical Association appear to have been concerned 
directly or indirectly with this program of develop- 
ment. Those who have traveled abroad and vis- 
ited medical libraries and institutions know that 
one of the most constant needs, always present in 
spite of all that has already been accomplished, is 
for up-to-date medical publications. Textbooks, 
new studies in all branches of medicine and public 
health, and professional journals are much in de- 
mand and impossible to provide in the numbers 
needed. 

The A. M. A. recently helped meet this world- 
wide need by donating several thousand surplus 
copies of THe JouRNAL and the Archives to the dis- 
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tribution program of the U. S. Book Exchange, 
Inc., a private library service organization located 
in Washington, D. C. Through contract funds pro- 
vided by the International Cooperation Admin- 
istration and the U. S. Information Agency, this 
organization will distribute the journals (all pub- 
lished within the last two years) to institutions 
abroad for use in their libraries and as textbooks 
in their classrooms. This gift will be of inestimable 
value to the institutions receiving the journals. This 
is an ever present need, and the U. S. Book Ex- 
change can receive and distribute almost any num- 
ber of professional journals of the specialist variety 
and any books or monographs containing informa- 
tion still useful in actual practice. At present, the 
agency has enough of the general journals to sat- 
isfy distribution needs. Cost of transportation by 
parcel post or freight to Washington and the value 
of the publications donated are deductible for in- 
come tax purposes. Inquiries or donations should 
be addressed to the U. S. Book Exchange, Inc., 1816 
Half St., S. W., Washington, D. C. 


ALICE DuLANY BALL 

United States Book Exchange, Inc. 
Library of Congress Building 
Washington 25, D. C. 


DIETS 


To the Editor:—Many physicians have been con- 
fused by publications in the lay press (De Groot: 
Look 20:36-39 [June 12] 1956; Norman: Ladies 
Home Journal 73:44-45 [July] 1956) and by con- 
flicting letters (Dole: J. A. M. A. 161:901 [June 30] 
1956; ibid. 161:1700 [Aug. 25] 1956) that have ap- 
peared in the correspondence section of THE 
JouRNAL regarding two diets studied at the Rocke- 
feller Institute. This letter is intended to clarify 
the situation. The first of these diets (the so-called 
Revolutionary Rockefeller Diet ) used regular foods 
whose protein content was restricted on the assump- 
tion that a low-protein intake would reduce appe- 
tite. The scientific report (Dole et al.: Am. J. Clin. 
Nutrition 2:381-391 [Nov.-Dec.] 1954) of this work 
supported but did not prove the assumption and in- 
dicated that the diet had been unsuccessful when 
the patients left the hospital. The second diet (the 
so-called Crash Diet or Fabulous Formula) re- 
placed natural foods by a formula mixture whose 
operational principle was its fixed, invariant pre- 
scription of a low-caloric intake. The mixture was 
one of many (Ahrens et al.: Am. J. Clin. Nutrition 
2:336-342 [Sept.-Oct.] 1954) designed for hospital 
metabolic studies, and its constituents were chosen 
for convenience and taste. For use in weight reduc- 
tion, the total intake was reduced to 900 calories a 
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day. The relatively low protein content which re- 
sulted was a property of the original mixture and 
was not a deliberate choice. Formula mixtures of 
different composition have been used in this way 
with similar results. The formula diet has no com- 
mon application or mode of action with the low- 
protein diet. The only relationship between the two 
diets is that they were studied at different times in 
the same institution. 

A later paper (Joliffe: J. A. M. A. 161:1633-1636 
{Aug. 25] 1956) implied that both diets were unsafe 
because of their low protein content. I have had no 
direct experience with the low-protein diet. The 
formula diet studies have appeared in abstract 
form (Feinstein et al.: Clin. Res. Proc. 5:17-18 
[Jan.] 1957; Feinstein arid Schwartz: ibid. 5:180 
[April] 1957) and a full scientific report ( Feinstein 
et al.: Ann. In’ Med. 48:330-343 [Feb.] 1958) has 
been published. The results show that patients 
dieting with formulas have maintained the same 
range of nitrogen balance as those on regular high- 
protein diets and have preserved normal values in 
all the physiological variables tested. In the out- 
patient studies, the percentages of weight loss in 
the formula-fed group were much higher than those 
obtained with many conventional diet programs. 

The purpose of this letter is not to discuss meth- 
ods or desirability of maintaining nitrogen balance 
during temporary periods of weight loss, nor is it 
to debate the plethora of nutritional theories and 
paucity of scientific data regarding techniques and 
results of weight reduction programs. It certainly 
does not intend to advocate the routine use of for- 
mula diets in obese patients. Its purpose is rather to 
call physicians’ attention to factual results which 
verify the safety and utility of a formula diet in 
obese patients. Diets using conventional food are 
accepted and recommended by nutritional tradi- 
tion. They are generally desirable for overweight 
patients but have often been unsuccessful. A for- 
mula diet has been strikingly effective in certain in- 
stances where regular diets have failed, and it pro- 
vides an alternative therapeutic approach in some 
of these situations. Its possible application in indi- 
vidual patients should be determined by the physi- 
cian without unwarranted fears for its safety. 


ALVAN R. Fernstern, M.D. 
22 E. 36th St. 
New York. 


WEIGHT REDUCTION 


To the Editor:—Dr. Max Wishnofsky (J. A. M. A. 
166:964-965 [Feb. 22] 1958) is in error in stating 
“The thesis of Pennington is that when an obese 
individual is on a high-fat, high-protein ad libitum 
diet, a substantial loss of weight will occur even 
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when there is no negative caloric balance.” Such a 
statement appears nowhere in any of the papers I 
have written, nor is it implied in them. On the con- 
trary, my statements on the matter have been very 
clear. For example: “In the treatment of obesity, 
the aim of which is to reduce the size of the adipose 
deposits, it is axiomatic that the caloric expenditure 
must exceed the intake” (J. Clin. Nutrition 1:100- 
106 [Jan.] 1953). Again: “The overall determinant 
in weight reductio&y is the degree to which the 
caloric expenditure exceeds the intake” (New Eng- 
land J. Med. 248:959-964 [June 4] 1953). My thesis 
has been summarized correctly by other commen- 
tators. 

My thesis on weight reduction concerns itself 
with the manner in which a negative caloric balance 
is to be brought about. According to my plan, 
“treatment would be directed primarily toward 
mobilization of the adipose deposits, and the appe- 
tite would be allowed to regulate the intake of 
food needed to supplement the mobilized fat in 
fulfilling the energy needs of the body” (J. Clin. 
Nutrition 1:100-106 [Jan.] 1953). The evidence that 
such a plan of treatment, alternative to the usual 
one of caloric restriction, is possible has been pre- 
sented in a number of my papers. I would like to 
mention the evidence of Kekwick and Pawan 
(Lancet 2:155-161 [July 28] 1956; Metabolism 
6:447-460 [Sept.] 1957) that the metabolism of the 
obese person rises after a fatty meal. 

Anyone who is interested in a correct statement 
of my thesis and in analyzing it for himself might 
refer to my papers, some of which are listed at the 
end of Dr. Thorpe’s article (J. A. M. A. 165:1361- 
1365 [Nov. 16] 1957). 


ALFRED W. PENNINGTON, M.D. 
104 Tanglewood Lane 
Newark, Del. 


DIAGNOSIS OF SKIN TUMORS 


To the Editor:—May I add certain observations to 
the fine paper on “Aids in Early Diagnosis of Tu- 
mors on Tip of Nose” by Haggart and Rebello 
(J. A. M. A. 166:1010-1013 [March 1] 1958)? 

In examining the skin changes of the eyelids and 
nose, one useful bit of equipment (which is avail- 
able wherever an opthalmologist is found) is a 
biomicroscope or slit lamp. This instrument pro- 
vides varying magnifications with a stereoscopic 
microscope of very high correction and a source of 
illumination, which can be used to examine the skin. 
I can recommend to all who have an ophthalmolo- 
gist as a friend that skin lesions on the face be 
examined with his biomicroscope. As pointed out 
by the writers of this paper, skin changes are dif- 
ferentiated with powerful illumination. 


CORRESPONDENCE 
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My own personal findings with the additional use 
of Wood's light (long ultraviolet, 3,650 A) and 
stereobiomicroscopy have revealed further impor- 
tant changes which are of assistance in deciding 
(prior to any biopsy) whether or not a skin altera- 
tion is possibly neoplastic. The findings are em- 
bodied in the paper on “Ophthalmoluminescence: 
Definitions and Descriptions of Effects” (Am. J. 
Ophth. 44:360-372 [Sept.] 1957). It should be 
stressed that all lesions of the lid, nasal bridge, 
nasal tip, the facial area, the ears, and adjacent 
tissues are easily examined with high magnification 
with the biomicroscope, and with the use of Wood's 
light a further diagnostic aid is secured. It is to be 
hoped that many practitioners who do not employ 
optical magnification for skin observation will do 
so in the future, particularly in examining the 
facial tissues. 

LesTeR Stern, M.D. 
203 Sinclair Bldg. 
Steubenville, Ohio. 


DOCTORS AS CITIZENS 


To the Editor:—This is to extend my heartiest con- 
gratulations on “Doctors and Politics,” which ap- 
peared in THE JourNaL, March 15, 1958, page 1313. 
The article was timely, well-written, and interest- 
ing. It was a powerful and worthy attempt directed 
against the “myopic lethargy” which, according to 
the author, seems to beset many physicians and, I 
think, also many medical students. The article says 
doctors “must take an active part in the political 
life of their communities and of the nation” if they 
wish to preserve their individual freedom. They 
“must emulate the tradition of the past,” wherein 
physicians “were imbued with the idea of personal 
freedom, . . . were distinctly individualistic in their 
ideas and actions.” Doctors “act as if centralized 
power, compulsion, and over-all planning (by the 
federal government) were the source of our 
economy. .. . ‘The mainspring of human progress 
is individual liberty, and individual liberty de- 
creases as federal power increases.’” 

I particularly agree with these sentiments and 
believe that physicians, as acknowledged leaders 
of the community, should help spark their fellow- 
citizens’ interest in reevaluating the “anything 
goes” philosophy which permeates our government 
and society at many levels. Recalling our history, 
we realize that national survival begins to be en- 
dangered as an inevitable consequence of easy- 
come, easy-go prosperity and a politically lacka- 
daisical attitude of the people. 


DeGrey SHort JR. 
The Medical College of South Carolina 
Charleston, S. C. 
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MEDICAL FILM REVIEWS 


RX—A Prescription for Better Hospital Procedures: 16 
mm., color, sound, showing time 34 minutes. Prepared in 
1957 by and procurable on loan or purchase from University 
of Illinois Research and Educational Hospital, 840 S. Wood 
St., Chicago 12. 

The purpose of this film is to record the actual 
steps taken in developing a work simplification 
program at the University of Illinois Research and 
Educational Hospital. Several sequences describe 
the training and instructional sessions in which the 
students participate. These sessions include the peg- 
board demonstration, the session on the “open mind 
to change,” the five-step pattern of work simplifi- 
cation, and the use of the flow-process chart. Activ- 
ities of the problem-solving team are illustrated 
through two actual improvements in procedures in 
the hospital. These are presented in “before and 
after” fashion—the old versus the new method of 
carrying out these two procedures. The photog- 
raphy is satisfactory, although further editing 
would have improved the film. It should be of in- 
terest not only to hospital administration and per- 
sonnel but also to medical staff members. The 
work simplification approach to more effectively 
provide patient care and the stimulus to rethink 
routine should be of assistance to all concerned 
with care of patients in hospitals. 


Human Gastric Function: 16 mm., color, sound, showing 
time 19 minutes. Prepared by Stewart Wolf, M.D., Okla- 
homa City. Produced in 1957 by Sturgis Grant Productions, 
New York, and procurable on loan from Medical Film 
Center, Smith, Kline and French Laboratories, Philadelphia 
1. 


The purpose of this film is to teach and demon- 
strate the effects of different psychological states 
and stresses on gastric function. It is a report of an 
experimental study on “Tom,” a unique patient 
widely known in medical circles. “Tom” had an 
accident in early childhood which resulted in an 
extensive gastric fistula. This condition allowed 
study of the mucosa and observation of secretory 
action and gastric motility under various conditions. 
For example, the investigators were able to gain 
insight into the stomach’s complex responses to 
different psychological stresses. The film is a partial 
record of 15 years’ continuous study of this patient. 
The effects of fear, anger, and serenity are dramat- 
ically shown. Observations on the protective action 
of gastric mucin and on the experimental produc- 
tion of a small, superficial peptic ulcer are included. 
This film is highly recommended for :nedical stu- 
dents and general practitioners. Gastroenterolo- 
gists, internists, and psychosomaticists will also be 
interested. 
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NEW FILM ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


- The Other City: 16 mm., color, sound, showing time 22 
minutes. Produced in 1957 by the American Cancer Society, 
New York. Procurable on loan (service charge $1.00) from 
Motion Picture Library, American Medical Association, 535 
N. Dearborn St., Chicago 10. 


Using the theme, “A statistic is hard to remem- 
ber; a city is hard to forget” and giving dramatic 
emphasis to the fact that about 75,000 American 
lives are needlessly lost to cancer each year, this 
documentary film shows a city of this size which 
has been figuratively erased from the living. The 
number 75,000 represents those who could be 
saved by presently known techniques of surgery 
and radiation if they got to their doctors in time 
for early enough treatment. Actual residents of 
Racine, Wis., not actors but ordinary people, lend 
themselves to human everyday vignettes which 
dramatize cancer’s danger signals. It is pointed out 
that “the ways of their lives were various, but the 
way of their death was the same; needless.” By 
natural symbols, buds blooming, streams dividing, 
and life bursting, the how if not the unknown why 
of normal and abnormal growth is told. This is 
a well-produced and well-developed film which is 
highly dramatic in its efforts to induce persons to 
pay attention to the warning signs of cancer. It 
would be effective in inducing persons to see their 
physicians frequently for purposes of cancer de- 
tection, and it is recommended for showing to 
adult audiences, including high school and college 
students. 


Esophageal Perforation in a Sword Swallower: 16 mm., 
color, sound, showing time 9 minutes. Prepared in 1957 by 
and procurable on loan from Philip Thorek, M.D., 850 W. 
Irving Park Rd., Chicago 13. 


This is a case presentation of a traumatic per- 
foration of the esophagus, inadvertently self-in- 
flicted by an apprentice sword swallower while 
practicing his art. An esophagogram and an art- 
ist’s drawing showing the esophagus with the con- 
tained sword in relationship to the surrounding 
viscera demonstrate the site and manner of the 
perforation. The operative procedure of repair is 
shown. Although clear definition of the anatomic 
structures is lacking in some sequences, this is aptly 
compensated for by the interpolation of excellently 
colored drawings. The film ends with a profession- 
al demonstration of sword swallowing, executed 
by a tattooed master of the art. Roentgenograms 
showing the sword in place within the lumina of the 
esophagus and stomach attest that the deed is in- 
deed authentic and not a feat of visual deception. 
The film is of specific interest to the surgeon who 
deals with problems of the esophagus and of gen- 
eral interest to the physician, resident, and intern 
as well as to apprentice sword swallowers. 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films will appear when possible as a regular feature in THE 
Journa.. They will consist of an introduction by the author followed by a pictorial digest of 
actual frame enlargements selected as key points of the film. 

RALPH P. Creer, Director 
Motion Pictures and Medical Television, Council on Scientific Assembly. 


HUMAN GASTRIC FUNCTION 
Stewart Wolf, M.D. 


This film presents an unusual case, illustrating only a few of the studies and experimental methods which 
have been reported by the author and published in book form. Some of the more important observations on 
gastric function are mentioned and certain early hypotheses are corroborated and elaborated. 

The patient, “Tom,” in 1895, at the age of 9, developed a complete esophageal stricture from swallowing 
scalding clam chowder. A gastric fistula was created, through which he has fed himself ever since. In the 
past 15 years, Tom has been the subject of extensive investigations—he thus may be compared with Alexis 
St. Martin, whose fistula was the object of the well-known scientific observations of Colonel Beaumont 


more than a hundred years ago. The written review of this film appears on page 2216 of this issue. 


Fig. 1.—Study began at New York Hospital in 1943, in 
collaboration with Dr. Harold Wolff, and was continued by 
author at Oklahoma Medical Research Institute. 


Fig. 3.—Fistula has permitted direct observation of gastric 
mucosa under many conditions and has allowed direct access 
to stomach for experimental work. 


Fig. 2.—Tom became famous experimental subject. Over 
years his patience permitted extensive studies of his fistula, 
often involving observations continuously for days. 


Fig. 4.—Left, gastric fistula is located about two-thirds of 


way between cardia and pylorus. Right, obstructed upper 
esophagus ends in cul-de-sac. 
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Fig. 5.—In order to eat, Tom chews food in ordinary Fig. 6.—When food was placed into stomach without being 
fashion, then spits it into funnel connected to rubber tube tasted, Tom lost weight, which implies that metabolic balance 
which he inserts into his stomach. may be influenced by meaning of life experiences. 


Fig. 7.—In studying appearance of exposed gastric mucosa, Fig. 8.—It was found that color could be evaluated accu- 
dissecting microscope and hand lens, as well as naked eye, rately by comparing mucosa with ordinary Tallquist hemo- 
were used. globin scale. 
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Fig. 9.—Thus, color of the mucosa, which obviously de- Fig. 10.—With use of special thermocouple, exact corre- 
pends on blood flow, could be recorded at any time as number spondence was found between amount of blood flowing 
on graph. : through mucosa and its color. 
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Fig. 11.—-In pale, inactive state, large number of folds Fig. 12.-When mucosa became hyperemic, neighboring 
could be counted on surface of gastric mucosa. folds merged, showing that with hyperemia goes turgor. 


Fig. 14.—Gastric juice, easily collected for analysis with 
ordinary Chetwood syringe, quickly digests normal, healthy, 


Fig. 13.—Turgid mucosa was vulnerable, slight touch caus- 
ing petechial hemorrhages, and pain-sensitive, whereas it was 
insensitive in its pale state. tough skin. 


4 4. 


Fig. 15.—However, thick layer of mucus on surface of Fig. 16.—Likewise, no damage could be observed, even 
stomach evidently protects delicate cells of mucosa against under microscope, when strong acid or blistering mustard 
digestion by gastric juice. were tested on mucosa. 
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Fig. 17.-When mucus was constantly wiped from small 
area, crater developed, similar to clinical peptic ulcer. This 
healed rapidly when covered by petrolatum dressing. 


Fig. 18.—Another aspect of gastric function is motor activ- 
ity, recorded by balloon inserted into Tom’s stomach, other 
end being attached through tube to kymograph. 


Fig. 19.—Records could thus be obtained correlating gas- Fig. 20.—Most interesting studies involved reaction of 
tric motility simultaneously with inspection of color and Tom’s stomach to stress, occurring naturally or from inter- 
chemical testing under variety of conditions. views directed toward stressful response. 


Fig. 21.—For example, when incident was recalled at which 
Tom became very angry, normal mucosa (above) became 
turgid and hyperemic (below), indicating hyperfunction. 


Fig. 22.-Tom has demonstrated that not only gastric hypo- 
function, as stated by Cannon, but potentially more danger- 
ous hyperfunction may occur in reaction to emotional stress. 
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INTERNAL MEDICINE 


The Significance of Atrioventricular Block Compli- 
cating Acute Myocardial Infarction. D. B. Cohen, 
L. Doctor and A. Pick. Am. Heart. J. 55:215-219 
(Feb.) 1958 [St. Louis]. 


The authors report on 43 men, of the average 
age of 58.4 years, and on 25 women, of the average 
age of 65 years, with acute myocardial infarction 
complicated by high degrees of atrioventricular 
block. Electrocardiograms revealed the posterior 
wall as the site of the infarction in 51 (75%) of the 
68 patients, the anterior wall in 16 (24%), and both 
the anterior and the posterior wall in 1 patient. 
Thirty-two patients (47.1%) died within 2 months 
of the acute attack. Of these, 12 had an infarct of 
the anterior wall, 19 of the posterior wall, and 1 
of both the anterior and the posterior wall. Thus, 
75% of the 16 patients with infarction of the an- 
terior wall died within a 2-month period, whereas 
37.3% of the 51 patients with infarction of the 
posterior wall died within the same period. Thirty- 
three of the 68 patients had second-degree auricu- 
loventricular block, 22 had advanced second- 
degree atrioventricular block, and 13 had complete 
block. Eleven (33%) of the 33 patients, 11 (50%) of 
the 22 patients, and 10 (77%) of the 13 patients died 
within 2 months after the acute attack. Autopsy 
reports were available on 17 patients who died 
within 2 months of infarction complicated by 
block. There was involvement of the interven- 
tricular septum by the acute infarct in 16 of the 
17 patients. Twenty-nine (44%) of the 68 patients 
survived from 2 months to 1 year, 22 (34.9%) sur- 
vived from 1 to 5 years, 7 (11.8%) survived from 5 
to 10 years, and 1 survived more than 10 years. 
These data show that the immediate mortality 
rate for infarction with second-degree, advanced 
second-degree, and complete auriculoventricular 
block exceeds that for myocardial infarction in 
general, especially if the infarct is located in the 
anterior wall and the block is due to necrosis of the 
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ventricular septum. The mortality rate increases 
with the severity of the block. The prognosis for 
myocardial infarction complicated by atrioventric- 
ular block is further aggravated by factors known 
to be of importance in determining the immediate 
mortality rate for infarction in general. The long- 
term prognosis in patients surviving the initial epi- 
sode is not affected by the persistence of an atrio- 
ventricular block. 


Family Studies of Respiratory Infections. F. S. W. 
Brimblecombe, R. Cruickshank, P. L. Masters and 
others. Brit. M. J. 1:119-128 (Jan. 18) 1958 [London]. 


The authors report results of a clinical and bac- 
teriological study of respiratory illness, which was 
carried out in families of the same size and struc- 
ture (2 parents and 3 children, 1 of whom was 
under 5 years of age), living in the same working- 
class area of London, in 3 types of dwelling, name- 
ly, self-contained houses, self-contained flats, and 
rooms in tenement dwellings. The study, which 
lasted 2 years, included regular visits by a pedi- 
atrician or a nurse who, besides making clinical 
and social observations, every 14 days took throat 
and pernasal swabs from all members of the fam- 
ily. Observations on the spread of “indicator” or- 
ganisms within the family groups, such as pneu- 
mococci, streptococci, and staphylococci, were used 
to confirm or modify the epidemiologic indications 
about the introduction and spread of infection 
given by traditional clinical methods. 

Of some 12 social and environmental factors 
examined, for example, maternal care, range of 
outside contacts, and dampness of the house, only 
overcrowding and, with less certainty, inadequate 
clothing were found to be related to the incidence 
of acute coryza and chronic catarrh. The increased 
clinical secondary attack rate in conditions of con- 
tinued close contact observed in the more crowded 
families was confirmed by the higher rate of ap- 
parent transfer of type-specific pneumococci in 
these families. On clinical grounds alone, infections 
appeared to be most often introduced by the 
youngest or preschool child, that is, the most sus- 
ceptible member of the family. Corrections for 
differences in susceptibility gave results which sug- 
gested that even in congested working-class dis- 
tricts the school child is the most frequently ex- 
posed to extrafamilial infection and the most vigor- 
ous spreader of infection within the family. The 
greater frequency of transfer of pneumococci and 
the higher carrier rates of hemolytic streptococci 
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among schoolchildren supported this conclusion. 
Pneumococcic carrier rates were raised after the 
onset of acute coryza, but there was no evidence 
that the pneumococci were causally related. 

Climatic changes appear to affect both the fre- 
quency of introduction of colds into households 
and the ease of transfer; the authors’ findings and 
those of other workers suggest that this association 
is at least partly caused by changes in host sus- 
ceptibility after abrupt seasonal changes in tem- 
perature and other climatic factors. Undue sus- 
ceptibility to colds was shown to be a character- 
istic of individual children but not of families as 
a whole. Although some differentiation of syn- 
dromes which were presented as “acute coryza” 
and “sore throat” was possible on epidemiologic 
ground, sore throats often occurred without the 
presence of hemolytic streptococci in members of 
the family, and it seems likely that this syndrome 
results from more than 1 type of infection. A com- 
parison of the experience of children who had un- 
dergone tonsillectomy with that of other children 
showed that, although streptococci were found less 
often in the throats of the children who had under- 
gone tonsillectomy, the incidence of coryza and 
sore throat was identical in the 2 groups. 


Treatment of Chronic Liver Disease with Crude 
and Deproteinized Liver Extracts. G. Barbagallo 
Sangiorgi. Minerva med. 48:3895-3908 (Nov. 21) 
1957 (In Italian) [Turin, Italy]. 


Prolonged therapy with crude and deproteinized 
liver extracts diluted with fructose (levulose) was 
carried out intravenously, and in a few instances 
intramuscularly, in the case of 36 patients with 
liver disease. Fifteen of these patients had cir- 
rhosis of the liver; 8, posthepatitis disturbances; 
4, chronic hepatitis; and 9, liver stasis due to 
chronic decompensated circulation. The patients 
were tested for sensitivity, and all except 1, who 
was excluded from the series, tolerated the ex- 
tract well. The dosage of the extract was gradually 
increased from 1 to 5 cc. a day within the first 5 
days. The dosage of 5 cc. was then maintained 
until withdrawal of the therapy. 

Among the patients with cirrhosis of the liver, 
improvement was observed in 8, no change in 3, 
and deterioration in 4. The improvement consisted 
of increase in diuresis, diminution of edema, and 
control of the ascitic fluid reaccumulation. This 
therapy afforded benefit to 3 patients with chronic 
hepatitis, but it was of no benefit to 1. The ameliora- 
tion included retrogression of the icterus, increase 
in diuresis, and restoration of the functional ca- 
pacity to normal. All patients with posthepatitis 
disturbances, who received this therapy, were clin- 
ically cured. Of the patients with liver stasis asso- 
ciated with chronic decompensated circulation, 6 
had a rheumatic mitral endocarditic lesion and 3 


had myocardosis. Medication with liver extracts 
brought about restoration of the blood circulation 
to normal in 7 patients, but there was no response 
in 2. However, this represented a remarkable thera- 
peutic achievement in the case of the 7 benefited 
persons, because previous administration of the 
common cardiokinetic drugs to them had failed to 
ameliorate the cardiovascular status. The author 
points out that the most credible theory of the 
mechanism of liver extracts consists in their con- 
taining a growth-promoting factor, which stimu- 
lates the regeneration of the hepatic cells. 


Clinical Manifestations of the Syndrome Charac- 
terized by Deficiency of Antibodies. S. Barandun, 
H. J. Huser and A. Hiassig. Schweiz. med. 
Wchnschr. 88:78-82 (Jan. 25) 1958 (In German) 
[Basel, Switzerland]. 


The concept of the antibody deficiency syndrome 
includes diseases involving incapacity of the or- 
ganism to form humoral immune antibodies. Per- 
sons who have this defect are extremely suscepti- 
ble to bacterial infections, with the exception of 
tuberculosis, and they remain generally free from 
recurrences of virus diseases. On the basis of 
reports in the literature and of 20 cases ob- 
served by themselves, the authors differentiate 
between an isolated form and a combined form 
of the antibody deficiency syndrome. The isolated 
form is further subdivided into 3 groups: (a) 
congenital antibody deficiency with agamma- 
globulinemia which affects boys; (b) hypogam- 
maglobulinemia with antibody deficiency in young 
persons and in adults of both sexes; and (c) normal 
gammaglobulinemic form of antibody deficiency in 
children and in adults. Of the 20 patients men- 
tioned by the authors, 4 belonged to group a, 8 to 
group b, and 4 to group c. The 4 patients with the 
normal gammaglobulinemic form of the antibody 
deficiency syndrome (group c) included 2 boys and 
2 men. Electrophoresis of the serum of these pa- 
tients showed completely normal gammaglobulin 
values, while their susceptibility to infection was 
as severe as that of those who had agammaglo- 
bulinemia. The immunoelectrophoretic analysis 
showed lack of the beta 2A and beta 2M com- 
ponents. 

In commenting on the combined forms of the 
antibody deficiency syndrome, the authors differ- 
entiate the form that concurs with various other 
diseases, particularly leukemias, myeloma, macro- 
globulinemia of Waldenstrém, diabetes, and ne- 
phrosis, from another form which hitherto has been 
observed only in the presence of gamma parapro- 
teinemia and in which the gamma globulins not 
only are not lacking, or are not deficient, but may 
actually be present in excess, that is, hypergamma- 
globulinemia may exist. The authors observed this 
disorder in 2 of their 20 patients: in 1 man with 
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gamma plasmacytoma and in another man with 
atypical macroglobulinemia of Waldenstrém. Both 
of these patients showed severe hypergammaglo- 
bulinemia (paraproteinemia) and abnormal predis- 
position to bacterial infections, particularly bron- 
chopneumonia, otitis, and infections of the upper 
air passages. The third form of the antibody de- 
ficiency syndrome is the transitory form, which is 
observed in early childhood, a time when hypo- 
gammaglobulinemia is a physiological condition. 
This transitory antibody deficiency syndrome that 
exceeds the physiological form is possibly caused 
by a retardation of the onset of the formation of 
gamma globulins and of antibodies, with increased 
susceptibility to infections. The authors observed 
this condition in 2 boys. Electrophoresis of the 
serum of these patients showed that both beta sub- 
fractions of the gammaglobulins were absent. The 
clinical and serologic symptoms of the antibody 
deficiency syndrome gradually regressed spontane- 
ously in these boys. 

Fifteen of the 20 patients were given mixed 
gamma globulins in relatively high doses, ranging 
from 0.5 to 1 ml. per kilogram of body weight at 
intervals of 3 to 4 weeks. The majority of the pa- 
tients responded favorably to this treatment, irre- 
spective of the serum gamma globulin content. The 
fact that the antibody deficiency syndrome may 
appear in patients with a normal serum gamma 
globulin content shows that deficient formation of 
antibodies is not necessarily associated with a re- 
duced gamma globulin content. Electrophoretic 
analysis reveals that in most patients with the anti- 
body deficiency syndrome the precipitation lines 
for beta 2A and for beta 2M are missing regardless 
of the behavior of the gamma globulins. 


The Histopathology of the Antibody Deficiency 
Syndrome. H. Cottier. Schweiz. med. Wehnschr. 
88:82-86 (Jan. 25) 1958 (In German) [Basel, Switzer- 
land]. 


The immature developmental stages of the 
plasma cells, and to a certain extent also the lym- 
phoblast cells of the mature lymph follicles, are 
generally regarded as the site of antibody forma- 
tion. It was decided to study this substrate, par- 
ticularly the lymphatic tissues, for tissue and cellu- 
lar defects in patients with the antibody deficiency 
syndrome. This paper deals with histopathological 
studies (biopsy and, in 1 case, autopsy material) in 
13 patients with the isolated form of the antibody 
deficiency syndrome. As a rule, the number of 
plasma cells in stimulated and_ nonstimulated 
lymph nodes and in chronically inflamed tissue 
paralleled the level of circulating gamma globulins. 
Some normogammaglobulinemic patients, however, 
showed an increased number of plasmocytes in 
lymph nodes, although antibody production was 
impaired. Structural defects of the lymphoreticular 
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tissue (such as disturbed formation of the follicles, 
absence of secondary follicles, substitution of the 
lymphatic tissues by an increased number of retic- 
ular cells and by connective tissue, fibrous thicken- 
ing of the capsule) were found in patients with 
agammaglobulinemia and hypogammaglobulinemia. 

The extent of these alterations varied from pa- 
tient to patient. Thus, there is no strict correlation 
between histological findings and the amount of 
circulating gamma globulins. In 1 patient who had 
the hypogammaglobulinemic type of antibody de- 
ficiency, the spleen, the lymph nodes, and the liver 
contained irregularly shaped accumulations and 
bands of epithelioid cells. Thus, the formation of 
epithelioid cells does not appear to be bound to 
the presence of humoral antibodies. Factors are 
cited which justify the assumption that the essen- 
tial lymphocytophthisis (lymphocytic. wasting) of 
Glanzmann-Riniker is identical with the defect in 
the autopsied case of agammaglobulinemia. It may 
represent a special form without sex-linked reces- 
sive heredity. 


Colorado Tick Fever. R. H. Fitz and G. Meiklejohn. 
Postgrad. Med. 28:113-118 (Feb.) 1958 [Minne- 
apolis]. 


The authors report on 2 patients, 1 a 38-year-old 
man and the other a 10-year-old boy, with Colo- 
rado tick fever. The case of the adult patient illus- 
trates the prototypal form of the disease, with rapid 


onset of chilliness, retro-orbital headache, photo- 
phobia, general muscle aching, malaise, and a 
“metallic taste” in the mouth. The tip of the spleen 
was palpable 2 cm. below the left costal margin. 
Four days earlier the patient had been on a fishing 
trip in the Colorado Rocky Mountains. He had 
noted ticks on his body but had not found any at- 
tached. His symptoms progressed, and excessive 
weakness developed. His temperature ranged from 
101 to 103 F (38.3 to 39.4 C) for 2 days. The 4th day 
he was afebrile, but symptoms returned the next 
day and persisted for 2 more days. Convalescence 
was somewhat prolonged and marked by excessive 
weakness and mild apathy for several days. The 
virus of Colorado tick fever was present in blood 
drawn on the 2nd, 3rd, 5th, and 6th days of illness. 
Neutralizing antibody against Colorado tick fever 
was present on the 16th day after onset. Comple- 
ment-fixing antibody had not developed at that 
time. 

The illness in the boy showed a more complex 
aspect, less easily recognizable on clinical grounds. 
It began with sudden malaise, fever, sore eyes, and 
headache which persisted for 2 days, and the pa- 
tient’s temperature ranged between 102 and 103 F 
(38.9 and 39.4 C). He was treated by the family 
physician with antibiotics and aspirin. He felt quite 
well on the 4th day and went to school but came 


home with a temperature of 103 F (39.4 C). On his 
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admission to the hospital he had a markedly stiff 
neck, and the tip of the spleen was palpable. The 
spinal fluid contained 90 cells per cubic millimeter 
(84% lymphocytes), 96 mg. of glucose per 100 cc., 
and 60 mg. of protein per 100 cc. The white blood 
cell count was 3,800 per cubic millimeter. The pa- 
tient was irritable with slight injection of the right 
tympanic membrane and considerable injection of 
the scleras and conjunctivas. He had been in the 
mountains 1 week before the onset of illness. Two 
days before the illness his mother noted a tick em- 
bedded in the skin between his shoulder blades. 
Spinal fluid examination on the 3rd hospital day 
revealed 66 cells (all lymphocytes) per cubic milli- 
meter and normal levels for glucose and protein; 
he was afebrile and was discharged. The virus of 
Colorado tick fever was grown from blood drawn 
on the 6th day of illness. Complement-fixing anti- 
body was not present in the acute-phase serum 
initially but was present in a 1 to 16 dilution 6 
weeks after the onset of illness. Without the history 
of exposure to ticks, this patient would have been 
considered to have nonspecific viral meningitis. 

Colorado tick fever has a specific regional and 
seasonal incidence and a characteristic clinical 
pattern. The disease is caused by a virus trans- 
mitted to man by the adult hard-shelled wood tick, 
Dermacentor andersoni. The incubation period is 
usually 4 or 5 days. The illness occurs throughout 
the Rocky Mountain region from early spring to 
early autumn, with the peak incidence from April 
through the middle of July. With the increasing 
number of tourists and sportsmen visiting the Rocky 
Mountains, the incidence of the disease may well 
increase. At present the illness itself does not war- 
rant extensive and specific measures to control the 
tick population, but this might be accomplished 
in endemic areas. Specific immunization is poten- 
tially available. Persons planning to enter areas 
which are heavily infested with ticks should be 
informed of the hazards and of appropriate per- 
sonal precautions, including the wearing of proper 
clothing and careful inspection of scalp, neck, 
sleeve, belt, trouser, and sock-line areas for ticks 
at frequent intervals. Although the disease is con- 
tracted only in the Rocky Mountain area, phy- 
sicians throughout the country should be aware of 
the clinical entity. 


Chronic Unspecific Pneumonia: Clinical Picture. 
T. W. Aas and J. Krohn. Nord. med. 58:1949-1952 
(Dec. 19) 1957 (In Norwegian) [Stockholm]. 


In spite of the application of the usual diagnostic 
methods, lung infiltrations of unknown etiology 
are not infrequently encountered. When they are 
limited to a localized part of the lung, the question 
is whether tuberculosis or a malignant process is 
present, possibly combined with atelectasis or un- 
specific pneumonia. In the course of a year 7 pa- 


tients, 6 men and 1 woman, were treated for chronic 
unspecific pneumonia. One man was 30 years old; 
the other patients were over 45. The disease was 
localized in the upper part of the lung. In 5 cases 
the disorder set in with acute catarrhal symptoms, 
partly with the picture of pneumonia. Administra- 
tion of the usual antibiotics did not give wholly 
satisfactory effect in any case. The later course was 
marked by cough, in some cases with hemoptysis, 
with periodic fever and, in part, greatly increased 
sedimentation reaction. Tests for tubercle bacilli 
were negative in all cases. The bronchoscopic 
picture was, on the whole, normal. Why a pneu- 
monic process takes this course is not clear. In 3 
patients resection of the affected part of the lung 
was done, as the possibility of cancer could not be 
completely excluded. Chronic pneumonia-like in- 
filtration was found in the excised parts of the lung. 
Patients in whom cancer is suspected must be re- 
ferred for operative treatment. 


SURGERY 


Scalene Node Biopsy: Implications in Abdominal 
and Thoracic Disease. F. A. Pualwan, C. D. Sher- 
man Jr., G. L. Emerson and others. Cancer 11:4-8 


(Jan.-Feb.) 1958 [Philadelphia]. 


Although the authors had performed scalene node 
biopsies before 1956, they then began to use a 
standard technique, which is carried out with the 
patient under local anesthesia through a 5-to-7-cm. 
incision placed about 1 to 2 cm. superior and 
parallel to the clavicle and centered over the lateral 
edge of the sternocleidomastoid muscle. The pre- 
scalene fat is exposed by retracting the sternocleido- 
mastoid muscle medially and the omohyoid muscle 
laterally. When the dissection is extended medially 
to the junction of the internal jugular and sub- 
clavian veins, one easily obtains a chain of lymph 
nodes in the superior mediastinum. The authors 
obtained as many as 31 nodes in a specimen meas- 
uring not more than 4 or 5 cm. in diameter without 
there having been any clinically palpable nodes on 
physical examination. This report is limited to the 
first 100 patients for whom 102 scalene node biop- 
sies were done from January, 1956, to January, 
1957. Its primary aim is to broaden the indications 
for scalene node biopsies to include those cases in 
which neoplasm occurring outside the chest, par- 
ticularly in the abdomen, is suspected and also to 
include those systemic diseases that may manifest 
themselves in the lymph nodes. 

Twenty-seven of the 102 biopsies were carried 
out in the presence of abdominal lesions. This group 
included 20 patients with proved and probable 
cancer. None of these had any radiologic evidence 
of the disease in the lungs or the mediastinum. 
There were 4 positive scalene node biopsies; two 
of the specimens were from patients with carci- 
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noma of the stomach and 2 from patients with 
carcinoma of the pancreas. In the 74 biopsies done 
for intrathoracic disease, there were 34 patients 
with proved cancer, with 15 positive biopsies. The 
biopsy was negative for 11 of 12 other patients in 
whom malignant tumor seemed probable. The 
biopsy for the remaining 28 patients in the intra- 
thoracic group proved benign for 24 and probably 
benign for 4. Only 4 of the 25 patients with positive 
biopsies in the entire group had clinically sugges- 
tive scalene nodes, and 2 of these had lymphoma 
with slight generalized lymphadenopathy. 

There was only 1 patient in the entire group who 
had a scalene node biopsy for a generalized disease 
without gross evidence of disease either in the 
thorax or in the abdomen. This was a patient with 
generalized lymphadenopathy, for whom the diag- 
nosis of giant follicular lymphoma was made on 
scalene node biopsy. A scalene node biopsy is of 
definite value when it is positive. A negative biopsy, 
however, does not rule out malignancy. The pro- 
cedure permits a diagnosis in poor risk patients 
with probably inoperable abdominal or thoracic 
disease. A positive scalene node biopsy may change 
the surgeon’s attack from a massive “curative” re- 
section to a lesser “palliative” operation. Only 1 
major complication occurred in the patients for 
whom the 102 biopsies were done; a chylous fistula, 
followed by a wound infection, developed after 1 
specimen had been taken for scalene node biopsy. 
The resulting chylothorax required repeated thor- 
acenteses but was controlled in about 15 days. The 
risk of a rare complication is regarded as justifiable 
in view of the great value of scalene node biopsy. 
Routine study by scalene node biopsy in patients 
with seemingly operable tumors may help to eluci- 
date the natural history of cancer. 


Internal Mammary Artery Ligation for Coronary 
Insufficiency: An Evaluation. R. Adams. New Eng- 
land J. Med. 258:113-115 (Jan. 16) 1958 [Boston]. 


The author presents a summary of observations 
made in an attempt to evaluate internal mammary 
artery ligation as a method of therapy for coronary 
insufficiency. Angina pectoris, myocardial ischemia 
and infarction, and major arrhythmias are regarded 
in this study as variable sequelae to inadequate 
coronary artery inflow. The histories of 4 patients 
are discussed. Three of the 4 patients believed 
themselves to be significantly benefited or relieved 
of pain by the operation. One patient had no pain. 
Pain disappeared in 2 cases before the vessels had 
been ligated but after the patients thought that 
they had been ligated. Pain relief in the 4th patient 
was related to lessened physical activity. Sympto- 
matic improvement was not supported by objective 
clinical tests in any of the cases. One patient is 
dead, and the other 3 are believed to show changes 
indicative of progressive myocardial damage. Ana- 
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tomic dissections were made in 3 fresh cadavers. 
The pericardiacophrenic vessels in these 3 sub- 
jects were variable. Mechanical measurements of 
intra-aortic and intramammary pressures and of 
internal mammary artery and pericardiacophrenic 
artery flow rates were made in 2 fresh cadavers. 
There was no measurable sustained increase in 
minute volume of flow from the pericardiaco- 
phrenic artery after occlusion of the internal mam- 
mary artery. The symptom-relieving effectiveness 
of a patient’s will to succeed, of belief in his phy- 
sician’s word, and of confidence in his surgeon’s 
procedure was again recognized. 


Coarctation of the Aorta Proximal to Both Sub- 
clavian Arteries: Case Report of a Six-Year-Old 
Girl. I. Brynolf, C. Crafoord and E. Mannheimer. 
J. Thoracic Surg. 35:123-130 (Jan.) 1958 [St. Louis]. 


The authors report on a 6-year-old girl with a 
rare variant of coarctation of the aorta, proximal to 
both subclavian arteries, associated with a right- 
sided aortic arch and a left-sided descending aorta. 
The diagnosis was based on the absence of pulsa- 
tions in the arms and legs and on the high carotid 
artery pressure. It was established preoperatively 
with the aid of selective angiocardiography. At 
surgical intervention, the coarctation was resected, 
and the aorta, which ran behind the esophagus, 
was transposed to run in front of the trachea. The 
patient withstood the operation well. A follow-up 
examination 5 months after the operation revealed 
that the carotid pulses were softer; the pulses in the 
left arm and both legs were palpable but faint. 
Pressure measurement in the carotid artery showed 
110 mm. Hg as compared with 140 to 150 mm. Hg 
preoperatively. Angiocardiography revealed a fairly 
narrow communication between the ascending 
and the descending aorta and no postoperative 
aneurysm. 

The patient was operated on at the age of 6 years, 
in contrast to the view of many workers that opera- 
tion should be performed at the age of 10 to 20 
years when sufficient collaterals have developed 
and before arteriosclerotic changes have appeared 
in the aorta. The recent tendency is to undertake 
operation on this malformation at an early age. At 
the authors’ hospital in Stockholm it is done any 
time after the patient has reached 3 years of age. 
When signs of enlargement of the left side of the 
heart are present, it is performed even earlier, as 
soon as the anatomic details have been determined. 
Inasmuch as the subject of this report also had a 


- cleft palate, both the vascular anomalies and the 


malformation of the palate fixed as the time at 
which fetal injury occurred the latter part of the 
second embryonic month. The patient had both a 
left-sided ductus arteriosus and a left-sided sub- 
clavian artery developed from the persisting thor- 
acic aortic root on the left, and these may have 
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been the causes of her anomalies, according to 
Bedford and Parkinson's theory, but the existence 
of some other cause has not been ruled out. 


Patent Ductus Arteriosus in Infants and Small 
Children. I. Boesen. Ugesk. leger 119:1607-1609 
(Dec. 12) 1957 (In Danish) [Copenhagen]. 


Patent ductus arteriosus was the main diagnosis 
in 17 out of 163 children under 2 years of age with 
congenital heart disease; 11 of the 17 were infants. 
The continuous murmur characteristic of patent 
ductus arteriosus is rarely heard in infants; yet it 
was present in 3 patients in this series. Heart 
catheterization (and possibly angiography) must 
therefore, as a rule, be resorted to for a definite 
diagnosis. Since from 10 to 15% of the cases of 
heart insufficiency, with fatal outcome in infancy, 
are due to patent ductus arteriosus and since the 
condition can be completely cured by operation, 
all children in this age group with heart insuffi- 
ciency should be admitted for special examination. 
Of the 17 patients, 1 died of heart insufficiency. 
Sixteen patients were catheterized, and in 15 the 
catheter passed through the patent’ ductus into the 
aorta. Operative closure of the patent duct was 
done in the 16 patients, with 1 death. 


Central Fractures of the Acetabulum. R. A. Knight 
and H. Smith. J. Bone & Joint Surg. 40 A:1-16 (Jan.) 
1958 [Boston]. 


The increasing frequency with which automobile 
accidents produce central acetabular fractures has 
brought a change in the attitude of orthopedic 
surgeons toward the treatment of these fractures. 
Resignation and defeatism have changed to active 
attack. Prior to 1949 at the Campbell Clinic in 
Memphis, Tenn., open surgery in central fractures 
of the acetabulum was limited to extracting the 
incarcerated head of the femur from the pelvis 
when manipulation and traction had failed to do so. 
The experience of these authors in the open reduc- 
tion and internal fixation of these fractures began 
with a severely injured 19-year-old man. This pa- 
tient had multiple fractures of the pelvis and ipsi- 
lateral fractures of the trochanteric region, shaft, 
and condyles of the femur, which precluded the 
use of the usual methods of traction. The acetabular 
deformity was so severe that joint junction would 
be poor, and degenerative changes would inevita- 
bly develop unless the acetabulum was restored. 
Accordingly, 16 days after injury the fracture was 
exposed through a Smith-Petersen iliofemoral ap- 
proach. The operation, including exposure of the 
fracture, was difficult; it was almost impossible to 
close the fracture. Finally, Knowles pins were intro- 
duced into each fragment, one pin on either side of 
the fracture. These 2 pins were then grasped by a 
bone-holding forceps, and the acetabular fragments 
were forced into near-anatomic position. The re- 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., April 26, 1958 


duction was maintained by 3 Knowles pins inserted 
across the fracture. All the patient’s fractures 
united, and now, 8 years later, he has made a com- 
plete recovery with no hip disability. 

Despite the satisfactory result in this patient, no 
further open reductions of central fractures of the 
acetabulum were performed at the Campbell Clinic 
until 1955. Since that time the authors have used 
this form of treatment in 7 more patients. The re- 
sults have continued to be encouraging, and the 
authors are certain that this is the best method of 
treatment in properly selected cases. They comment 
on the mechanism of injury, anatomy of the frac- 
ture, roentgenographic studies, indications for 
operation, principles of reconstruction, and results. 
The primary objective is to restore the weight- 
bearing vault. Improvement of the symmetry of 
the pelvis or reduction of the posterior portion of 
the acetabulum, if achieved as well, is a dividend. 
Detailed classification of these fractures is neither 
possible nor necessary. A simple working rule 
divides them into 2 major types: horizontal and 
vertical. The horizontal type is approached through 
an anterior incision; the vertical, through a postero- 
lateral incision. Stereoscopic anteroposterior roent- 
genograms are essential to the correct interpretation 
of the fracture and to the correct choice of ap- 
proach. After open reduction after-care is greatly 
simplified, and morbidity is greatly diminished. 
The results after open reduction are, to date, gen- 
erally superior to those obtained in the past by the 
older methods of manipulation and traction. Long- 
term studies of a large series of patients will be 
necessary before the method can be fully evaluated. 


Indications for Common-Duct Exploration: Evalu- 
ation in 1000 Cases. M. K. Bartlett and W. R. Wad- 
dell. New England J. Med. 258:164-167 (Jan. 23) 
1958 [Boston]. 


The records of 1,000 unselected cases of chole- 
cystectomy and choledochostomy at the Massachu- 
setts General Hospital in the years 1943-1954 were 
reviewed, and the indications for and the results of 
the latter procedure were tabulated. The authors 
have attempted to determine the predictability of 
the presence of common-duct stones on the basis 
of the following indications: jaundice; stone palpa- 
ble in the duct; dilated common duct; dilated 
cystic duct; small stones in the gallbladder; and 
previous attacks of pancreatitis. Previous attacks of 
pancreatitis constitute an indication for choledo- 
chostomy even though few common-duct stones 
will be found. Jaundice, “palpable stone,” and dila- 
tation of the duct system are sufficiently accurate 
indexes of stones in the common duct to be con- 
sidered urgent indications for choledochostomy. 
The presence of small stones in the gallbladder, 
when this is the only reason for choledochostomy, 
constitutes a relatively poor indication; the opera- 
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tion has produced only a 16% yield of common-duct 
stones. It is in this group of cases that reduction in 
the frequency of choledochostomy is indicated. 


Results of Electrosurgical Radical Mastectomy, 
with Routine Skin Graft and Postoperative X-ray 
Therapy: A Review of 309 Cases. D. Jackson and 
D. Jackson Jr. Cancer 11:18-21 (Jan.-Feb.) 1958 
[Philadelphia]. 


End-result studies are presented for 309 patients 
with breast cancer treated by electrosurgical radical 
mastectomy, augmented by routine skin grafting 
and postoperative x-ray therapy. Emphasis is placed 
on the practice of extra-wide resection of skin re- 
quiring a routine skin graft. Use of the electro- 
surgical unit for both dissection and hemostasis is 
discussed, and the main value of this procedure 
as a time-saving feature is pointed out. Of the 309 
patients operated on, 221 (71.5%) survived free of 
disease for 5 or more years; 85 (54.8%) of the 155 
patients operated on 10 or more years ago have 
survived for at least 10 years. In a much larger 
series (913 patients) reported by Hickey, there was 
a 5-year survival rate of 46.8%. The authors feel 
that the more than satisfactory salvage rate 
achieved should give rise to careful consideration 
of the method of treatment used. 


Surgical Treatment of Patent Ductus Arteriosus in 
Infants and Young Children. A. Gammelgaard and 
P. Therkelsen. Ugesk. lager 119:1609-1611 (Dec. 
12) 1957 (In Danish) [Copenhagen]. 


Surgical closure of patent ductus arteriosus was 
done in 16 children, whose ages ranged up to 2 
years; 9 were less than 1 year old. Pulmonary 
hypertension was most marked in the age group 
under 6 months. The patent ducts were completely 
closed by ligature and suture ligature. One death 
from respiratory insufficiency occurred 9 hours 
after the operation. In 5 cases there were transitory 
postoperative complications in the form of respira- 
tory difficulties and cyanosis. Follow-up of 14 
children showed no sign of recanalization. Measure- 
ment of pulmonary artery pressure during opera- 
tion showed a fall in pressure but not, however, to 
normal values. Regression of pulmonary hyperten- 
sion presumably depends on early closure. The 
operative mortality was low, considering the high 
incidence of pulmonary hypertension. 


Sympathectomy for Raynaud’s Phenomenon: Fol- 
low-up Study of 70 Women with Raynaud’s Disease 
and 54 Women with Secondary Raynaud’s Phenom- 
enon. R. W. Gifford, E. A. Hines Jr. and W. McK. 
Craig. Circulation 17:5-13 (Jan.) 1958 [New York]. 


The authors report on 70 women, between the 
ages of 16 and 55 years, with Raynaud's disease. 
Sixty-eight of these patients were subjected to a 
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sympathectomy for disease affecting the upper ex- 
tremities, 16 of them being operated on for disease 
affecting both the upper and the lower extremities; 
the remaining 2 patients were operated on for disease 
affecting the lower extremities only. The period of 
postoperative follow-up for the 70 women varied 
from 1 to 28 years, and the mean follow-up period 
was 12 years. Sympathectomy for disease affecting 
the upper extremities gave good or excellent results 
in 37 (54%) of the 68 women. Good or excellent 
results were obtained more frequently if complica- 
tions of Raynaud’s disease, such as trophic lesions 
or sclerodactylia or both, were not present before 
the operation. There was no significant difference 
between the results obtained by preganglionic and 
postganglionic sympathectomies. Two patients (3%) 
lost portions of fingers after sympathectomy. Most 
of the 31 patients who had a fair or a poor long- 
term result of sympathectomy for disease affecting 
the upper extremities initially obtained a good re- 
sult and then had relapses in the course of the first 
2 years after sympathectomy. Sympathectomy for 
disease affecting the lower extremities gave good 
or excellent results in 17 (94%) of the 18 women. 

In addition to the 70 women with Raynaud's dis- 
ease, 54 women with Raynaud’s phenomenon sec- 
ondary to other diseases, such as acrosclerosis, 
rheumatoid arthritis, livedo reticularis, or acrocya- 
nosis, were also subjected to sympathectomy on the 
upper or the lower extremities or both. The opera- 
tion gave poor results in 33 (72%) of the 46 patients 
with secondary Raynaud’s phenomenon in the 
upper extremities and only slightly better results 
in those in whom the lower extremities were af- 
fected. Sympathectomy should be reserved for 
patients with the more severe and progressive 
Raynaud’s disease, since the prognosis is good 
without sympathectomy when the disease is mild 
or moderately severe and is not progressing. 


Radiation Sterilization of Homogenous-Bone Trans- 
plants Utilizing Radioactive Cobalt: Preliminary 
Report. P. H. DeVries, C. E. Badgley and J. T. 
Hartman. J. Bone & Joint Surg. 40 A:187-203 (Jan.) 
1958 [Boston]. 


Orthopedic procedures upon children and pa- 
tients who are poor surgical risks demand that 
adequate supplies of sterile bone be available at 
all times. To assure sterility, bone transplants have 
been boiled or soaked in various types of antiseptic 
solutions. To assure adequate preservation of the 
tissue, they have been subjected to freezing and 
freeze-drying. Obtaining sterile bone at autopsy 
and subjecting it to freeze-drying have been an 
excellent method of maintaining a bone-bank. 
However, the technical difficulties involved in ob- 
taining sterile bone are numerous, and the method 
does not always assure the surgeon that the tissue 
obtained is sterile. Freeze-drying does not sterilize 
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tissue and, in fact, has proved an excellent method 
of preserving many types of bacterial and viral 
organisms. The bone-bank problem is, therefore, 
how best to provide sterile tissue that is readily 
revascularized, absorbed, and replaced by the host 
with a minimum of reaction. Any process of sterili- 
zation or preservation that denatures the protein 
constituents of bone would probably retard the 
process of revascularization and absorption. It is 
known that high-intensity gamma radiation from 
radioactive cobalt will inactivate certain bacteria 
and viruses and that it is useful in the preservation 
of meat and other food products. Certain enzymes 
are only slightly altered by relatively large doses 
of gamma radiation. 

Radiation sterilization of bone-bank bone was 
investigated by the authors, because the use of 
frozen bone and boiled or autoclaved bone had 
resulted in too high an incidence of postoperative 
wound infections and unsatisfactory results. Since 
December, 1954, radioactive cobalt has been used 
at University Hospital in Ann Arbor, Mich., to 
sterilize bone, blood vessels, and cartilage trans- 
plants. When combined with a_ freeze-drying 
process, radiation sterilization utilizing radioactive 
cobalt has proved an effective method of maintain- 
ing a bone-bank. It has been found that irradiated 
bone transplants function satisfactorily, both ex- 
perimentally and clinically. In 104 surgical pro- 
cedures in which irradiated homogenous-bone 
transplants were used, five postoperative wound 
infections occurred. The irradiated bone transplants 
were not felt to be the source of these infections. 
The encouraging over-all clinical results in 104 
operative procedures prompt continued use of irra- 
diated homogenous-bone transplants. 


GYNECOLOGY & OBSTETRICS 


Gestation and Carcinoma of the Uterine Cervix. 
H. Zeitz. Deutsche med. Wchnschr. 83:64-68 (Jan. 
10) 1958 (In German) [Stuttgart, Germany]. 


The author believes that there is a causal connec- 
tion between gestation and cervical carcinoma. He 
arrives at this conclusion from studies on 3,050 
women with carcinoma of the uterine cervix in 
comparison with about 1 million women of the 
same age range in the general population. Informa- 
tion was obtained on (1) age of the women at time 
of marriage or first cohabitation and their number 
of births, (2) average number of births and age at 
time of marriage, (3) percentile distribution of 
births and age at time of marriage, (4) percentile 
distribution of births among Jewesses compared 
with other women, (5) incidence of cervical car- 
cinoma and the occupation of the husband. No 
significant differences were observed between the 
women with and the women without cervical car- 
cinoma as regards age at time of marriage or first 
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coitus, but the women with cervical carcinoma had 
a much greater incidence of births. This greater 
incidence of births was evident in the women with 
cervical carcinoma regardless of age at time of 
marriage. 

With regard to the occupation of the husband, 
it was found that the wives of laborers and farmers 
not only had a higher incidence of cervical cancer 
but also a higher average number of births than 
had the wives of office workers, professional men, 
and others at the higher social levels. On the other 
hand, even within the different social groups 
women with cervical carcinoma had a higher av- 
erage number of births than did the other women. 
Among Jewesses, who in other investigations had 
generally shown a lower incidence of cervical car- 
cinoma (owing to circumcision of the husband), cer- 
vical carcinoma was found more often in the high 
multipares than in the controls. The author de- 
duces that gestation involves a factor that has some 
relationship to the genesis of cervical carcinoma. 
It is not the only factor, however. What processes 
in the course of gestation favor the carcinomatous 
degeneration of the uterine cervix await proof. 


Adrenal Changes in Post-Term Infants and the 
Placental Dysfunction Syndrome. R. P. Bolande. 
Am. J. Path. 34:137-147 (Jan.-Feb.) 1958 [Ann 
Arbor, Mich.]. 


Physiological studies demonstrating a diminution 
in placental function near and after term have 
tended to corroborate the opinion of most investi- 
gators that prolonged gestation can be associated 
with deleterious effects on the fetus. The placenta 
is known to stop growing before term, and _ its 
permeability progressively diminishes after the 36th 
week of gestation. The autopsy records of the In- 
stitute of Pathology of Western Reserve University 
from 1952 to date were examined. Stillborn infants 
dying within 36 hours of delivery and newborn in- 
fants dying before 3 days of life, with the clinical 
diagnosis of prolonged gestation, postmaturity, or 
the placental dysfunction syndrome, were selected 
for study. Infants showing maceration or tissue 
autolysis were excluded. Criteria for postmaturity 
were based solely on calculated age of gestation 
and included infants of 41 weeks’ gestation or more. 
The clinical diagnosis of the placental dysfunction 
syndrome was based on Clifford's criteria: evidence 
of recent weight loss; small size for the calculated 
length of gestation; a dry, wrinkled, scaling skin 
devoid of vernix caseosa; and presence of thick, 
yellowish meconium in the amniotic fluid, result- 
ing in staining of the skin and of the umbilical cord. 

Twelve newborn and stillborn infants with the 
placental dysfunction syndrome or signs of post- 
maturity were studied pathologically, particular at- 
tention being paid to the adrenals. In this series of 
8 postterm infants and 4 infants showing the pla- 
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cental dysfunction syndrome, all but 2 showed sig- 
nificant lesions of the fetal adrenal cortex. To test 
the significance of these findings, 138 consecutive 
autopsies of perinatal deaths were studied. In re- 
viewing the morphologic features of the postterm 
infants and those with the placental dysfunction 
syndrome, nothing was observed which could be 
construed as pathognomonic of either condition. 
However, degenerative and hemorrhagic lesions of 
the fetal adrenal cortex occurred with significantly 
greater frequency in the study group than in a ran- 
dom population subjected to perinatal autopsies. 
It is possible that these changes might represent 
precocious involution of the fetal adrenal cortex, 
having its inception in utero, and these changes 
may reflect inadequacies of placental function. 


Preinvasive Cancer of the Uterine Cervix. E. S. 
Taylor and L. C. Walker. Postgrad. Med. 23:105-108 
(Feb.) 1958 [Minneapolis]. 


Between Dec. 1, 1947, and Jan. 1, 1957, 11,324 pa- 
tients examined in the department of obstetrics and 
gynecology of the University of Colorado School of 
Medicine in Denver were subjected to the Papani- 
colaou vaginal cytological test as a routine screen- 
ing procedure. Fifty-one of the 11,324 patients 
screened were detected as having preinvasive car- 
cinoma of the uterine cervix. Twenty additional 
patients were found to have preinvasive cancer by 
a primary biopsy. The 4th decade of life accounted 
for the largest group, rather than the 5th decade, 
which predominates in cases of invasive cervical 
cancer. All the patients except 1 were married, and 
all but 5 had had children. The 1 unmarried pa- 
tient had been pregnant. This finding is in keeping 
with the fact that cervical cancer is a disease of 
the noncelibate. There were relatively few of the 
classical symptoms usually attributed to early 
cervical cancer. About 33% of the patierits were 
seen because of pregnancy; another 33% had a 
menstrual disorder or vaginal discharge; and the 
remaining 33% had various complaints, none of 
which suggested early cancer. These findings em- 
phasize that carcinoma in situ is a disease without 
signs or symptoms and, therefore, can usually be 
discovered only by Papanicolaou vaginal cytolog- 
ical testing, followed by a 3-stage uterine biopsy 
taken from the squamocolumnar junction of the 
cervix, from the endocervix, and from the endo- 
metrium, to substantiate or to rule out diagnosis of 
preinvasive carcinoma or possibly invasive car- 
cinoma. 

Fifty-three of the 71 patients received definite 
treatment, consisting of total abdominal or vaginal 
hysterectomy with excision of 2 cm. of the upper 
vagina in 50 and of radium treatment in 3 in whom 
the general condition contraindicated major sur- 
gical treatment. There were no operative deaths, 
and cancer has not recurred in any of these pa- 
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tients after treatment. The remaining 18 patients 
had only a cervical conization for reasons of their 
youth and their desire to have more children. Four 
of the 18 were lost to follow up, and 1 died of 
adenocarcinoma of the rectum. Eleven of the re- 
maining 13 patients are free of any biopsy or 
vaginal cytological evidence of disease. A patient 
in whom the diagnosis of in situ carcinoma of the 
cervix has been made has a 44% chance of cure by 
simple cone biopsy alone. 


Cytological Screening for Cervical Cancer: Com- 
parative Findings in a 6-Year Survey of a Well 
Population. E. Stern. Cancer 11:122-126 (Jan.-Feb.) 
1958 [Philadelphia]. 


The examination of vaginal smears from 39,387 
women, during the years from 1950 to 1955 inclu- 
sive, led to the detection of 303 genital cancers. 
This study was limited to the primary cancers of 
the uterus and, more particularly, to the 241 
squamous cancers of the cervix. The group in- 
cluded all the proved cervical cancers seen at the 
clinic except for the occasional clinically advanced 
case in which the diagnosis was obvious and in 
which smears were not taken because of danger of 
hemorrhage from manipulation. During the period 
of survey there was a progressive increase in the 
number of in situ cases discovered, that is, the incre- 
ment was almost entirely accounted for by the in- 
creased number of cancer lesions in the stage 0 
group. The main change in procedure during the 
6-year period was the increasing use of the smear 
as part of the examination, with the resulting in- 
crease in discovery of in situ cases, per 1,000 popu- 
lation, from 0.86 in 1950 to 3.0 in 1955. The real 
increase in effectiveness of this policy is partially 
concealed by the fact that a sizable proportion of 
the total group examined each year are individuals 
who have been examined previously by the clinic. 
The incidence of 3 in situ cervical cancers per 
1,000 population when all individuals were screened 
is consistent with that statistically expected in the 
general population. The stage 0 cancer lesions 
showed a peak incidence when the patients were 
between 30 and 39 years of age, but they were 
found at all ages from 20 to 70 years. 


PEDIATRICS 


Stevens-Johnson Syndrome. D. A. Sher. Minnesota 
Med. 41:32-34 (Jan.) 1958 [St. Paul]. 


The author reports a case of Stevens-Johnson 
syndrome, a variety of erythema multiforme exuda- 
tivum, in a 10-year-old girl. Physical examination 
on admission to the hospital revealed a toxic, de- 
hydrated, and acutely ill child. The temperature 
was 105.4 F (40.8 C). The pulse was rapid, and 
restlessness was marked. There was a generalized, 
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widely spread rash, involving the palms and soles. 
The mucous membranes of the mouth were ulcer- 
ated, and a conjunctivitis was present. The patient 
was placed on therapy with penicillin, erythromy- 
cin ([lotycin), and parenterally administered fluids. 
Her condition became progressively worse during 
the next 2 days. There was a severe conjunctivitis 
with pericorneal vascular injection and marked 
purulent drainage. The buccal mucous membrane 
showed an ulcerated appearance, and considerable 
sloughing was noted. The tongue was coated and 
ulcerated. There was a brownish coating on the 
gums and teeth. The tonsils had a grayish exudate, 
and the pharynx was injected and swollen. The 
posterior lymph nodes were palpable. The skin 
presented a generalized papular, macular, vesicu- 
lar eruption; large bullae were observed on the 
face, abdomen, and buttocks. Slight pressure over 
the lesions caused superficial peeling of the skin, 
leaving a violet-red raw surface. Penicillin and 
erythromycin were withdrawn, and the patient was 
given 20 mg. of corticotropin (ACTH) every 6 
hours and 100 mg. of tetracycline (Achromycin) 
every 8 hours, 10% dextrose by continuous drip, 
vitamin B complex, and vitamin C. There was an 
apparent dramatic response to the corticotropin 
and supportive therapy. Administration of cortico- 
tropin and tetracycline was continued for 10 days 
with a gradual decrease in dosage. The skin lesions 
and mucous membrane involvement cleared rapid- 
ly, and the patient was discharged 15 days after 
admission to the hospital. 

The syndrome is characterized by a variation in 
skin reaction, involvement of the mucous mem- 
branes, severe ophthalmia, and severe general re- 
action. The causation of the syndrome has not yet 
been elucidated. The lack of a biological syndrome, 
the ineffectiveness of antibiotics alone, and the 
dramatic effects from the administration of cortico- 
steroids seem to indicate an allergic basis for the 
disease. The disease is self-limiting and variable in 
its course. Since sensitization may play a role, anti- 
histamines and adrenal steroids are indicated in 
treatment. Antibiotics, except those with possible 
sensitizing properties, should be given to control 
secondary bacterial invaders. Supportive therapy is 
essential because of the severity of the disease. 


Obstructing Subglottic Hemangioma of the Larynx 
in Infancy: Review of the Literature and Report 
of a Deceptive Case. P. Doermann, J. Lunseth and 
R. H. Segnitz. New England J. Med. 258:68-71 
(Jan. 9) 1958 [Boston]. 


A subglottic hemangioma in a 1l-month-old fe- 
male infant proved extremely deceptive and was 
diagnosed with certainty only at autopsy. Upper 
respiratory obstruction was a significant and char- 
acteristic clinical observation. A unique feature 
was that the hemangioma was not grossly apparent 
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by direct laryngoscopy or bronchoscopy. Autopsy 
revealed a symmetrical stenosis of the subglottic 
lumen without discoloration of the overlying mu- 
cosa. The sectioned area revealed spongy, brown 
tissue in the submucosa, involving approximately 
the anterior three-fourths of the circumference of 
the trachea between the vocal cords and the cricoid 
cartilage. The lesion measured 3 or 4 mm. in thick- 
ness and practically occluded the lumen of the sub- 
glottic area. Only 14 previous cases of juvenile sub- 
glottic hemangioma have been reported. This lesion 
is probably more prevalent than indicated by re- 
ports and should be considered in the differential 
diagnosis of upper respiratory obstruction in in- 
fants. Irradiation preceded by tracheotomy is 
recommended as the treatment for proved cases and 
might also be undertaken when the site of respira- 
tory obstruction and the clinical course are sug- 
gestive of this deceptive lesion. 


Endobronchial Tuberculosis in Children: A Study 
of 156 Patients. E. M. Lincoln, L. C. Harris, S. 
Bovornkitti and R. W. Carretero. Am. Rev. Tuberc. 
77:39-61 (Jan.) 1958 [New York]. 


In the chest clinic of the children’s medical serv- 
ice of Bellevue Hospital, in which nearly 1,000 
consecutive cases of primary pulmonary tubercu- 
losis were observed from 1930 through 1946, a 
study of endobronchial disease in children with 
primary pulmonary tuberculosis was begun soon 
after antituberculous drugs became available. A 
preliminary report in 1952 showed that the results 
of specific therapy were disappointing; no evidence 
was obtained by bronchoscopy that streptomycin 
had a beneficial effect on endobronchial involve- 
ment due to encroachment of tubercular nodes on 
bronchi. A technique of anesthesia was developed 
with the purpose of avoiding unnecessary psychic 
and physical trauma owing to repeated bronchos- 
copies. 

The present report is based on 156 children who 
had bronchoscopic evidence of tuberculous endo- 
bronchitis. Endobronchial tuberculosis was more 
frequent in children less than 4 years of age and 
in boys. Severe symptoms were more often ob- 
served in young infants. Roentgenologic evidence 
of obstruction was observed in 90% of the patients. 
Evidence of segmental obstruction was more com- 
monly seen in the right lung and most often in the 
right middle lobe and in the anterior segment of 
the right upper lobe. Seventy-seven per cent of the 
group received antimicrobial therapy. In 66% of 
those who were treated, the medication was given 
for more than 6 months; in 48%, for more than a 
year. 

Granulation tissue was the most frequent finding 
on bronchoscopy. Fifty-four of the 156 patients 
had polyps, and erosion of the bronchial wall was 
diagnosed in 25 patients. The duration of endo- 
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bronchial involvement could be measured by bron- 
choscopy in only 70 patients. It continued for less 
than 3 months in 11 children, 4 of whom were un- 
treated, and from 1 to more than 3 years in .23 
children, 18 of whom received specific therapy, 10 
for more than a year. Bronchograms were done on 
103 patients without selection and showed ab- 
normal findings in 70 and marked abnormalities in 
50. Bronchiectasis was the most common evidence 
of damage, occurring in 70% of those with marked 
abnormalities. The percentage of children with 
abnormal bronchograms was similar in the treated 
and untreated groups. There is no evidence that 
antimicrobial therapy markedly shortens the course 
of tuberculous endobronchitis due to encroachment 
of caseous nodes on the bronchi. There is also no 
evidence that the use of specific therapy diminishes 
the incidence of sequelae in the bronchi and the 
parenchyma. Nevertheless, there is justification for 
treating children with tuberculous endobronchitis 
in the hope of diminishing the dangers of broncho- 
genic spread of the tuberculosis. 


Preparation of Children for Tonsillectomy. H. J. 
Jones. M. J. Australia 1:32-34 (Jan. 11) 1958 
[Sydney]. 


The effectiveness of preparing a child for hos- 
pitalization by the use of a booklet to reduce emo- 
tional disturbance after tonsillectomy was investi- 
gated by analyzing the behavior of 28 boys, 14 of 
whom received the booklet. The boys ranged in 
age from 5 years and 8 months to 6 years and 10 
months. The booklet used was similar to several 
used in the United States. It was entitled “Going 
to Hospital” and contained 5 line drawings of hos- 
pital scenes and 4 pages of text. The account in- 
cluded details of admission procedure, preoperative 
examination and preparation, induction of and re- 
covery from anesthesia, and the postoperative peri- 
od in the hospital. A letter was sent with the book- 
let, suggesting its method of use and recommending 
that the child should color the illustrations. The 
behavior of each child was assessed prior to his ad- 
mission to the hospital, while in the hospital, and 
for a period of 3 months after his discharge. The 
booklet seemed to have some effect, but the results 
were not statistically significant. Every child ex- 
perienced some emotional reaction, which was 
mainly centered around changes in the sleep pat- 
tern, appetite, dependency, and temperament. 
These were at their maximum at 1 week, were 
considerably less at 1 month, and had usually dis- 
appeared 3 months after operation. 

The investigation illustrated some of the diffi- 
culties that are met with in this type of research. 
As the socioeconomic and educational backgrounds 
of the mothers differed, so did their reports vary 
in detail and accuracy. The greatest difficulty was 
encountered in ascribing numerical quantities to 
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emotional factors and in establishing a base line 
for each child from which to asseses variations in 
behavior. From the results of this study several 
improvements in the booklet could be made. It had 
been the belief that unpleasant as well as pleasant 
incidents should be included, so that a child knew 
that he would get a “prick in the arm” and that this 
might “hurt a little bit.” In view of the finding that 
10 of the children were afraid of “needles” before- 
hand, this reference to injections could well be 
omitted. All the mothers who received the booklet 
expressed their enthusiastic approval of its use and 
reported that their children enjoved coloring the 
illustrations. 


UROLOGY 


A Treatment of Undescended Testicle in Infancy. 
C. G. Scorer. Arch. Dis. Childhood 32:520-522 
(Dec.) 1957 [London]. 


Of 2,700 boys examined in the maternity depart- 
ment of a general hospital, 108 were found to have 
incomplete descent of 1 or both testes. In 89 of 
these the testis was found to descend during the 
first year of life. The remaining 19 boys included 
5 in whom the testes were small and at the ex- 
ternal ring, 3 testes had never been felt and were 
presumably within the inguinal canal or abdomen, 
and 11 persisted just outside the top of the scrotum. 
The author is especially concerned with the group 
of 11 boys who presented the latter condition with 
3 distinctive features. 1. The testis was present at 
birth or appeared within the first few days of life. 
2. It was of good size and firm consistency. 3. It 
did not change position during the many weeks 
or months of observation; it remained at the pubic 
crest or, at most, could be pushed 1 to 2 cm. below 
it. In several of these boys herniation into the un- 
closed processus vaginalis resulted, and in treating 
these hernias by surgical excision of the sac, the 
author found that the pathway from the external 
ring to the scrotum was blocked by a definite 
septum, or fibrous barrier, which had to be broken 
through by firm pressure before the scrotal cavity 
could be reached. This seemed to indicate that the 
cause of failure of descent is an obstruction and is 
not inherent in a deformity of the testis or a short- 
ness of the cord. The rational treatment is, there- 
fore, to remove the obstruction at an early age to 
enable the testis to descend spontaneously or to 
place the organ in its normal position. The policy 
of waiting and the subsequent use of hormones is 
unlikely ever to be rewarded. 

The following operation was performed on the 
11 boys. The superficial inguinal pouch is opened 
by an incision over the external ring. The testis 
and the cord with their coverings are dissected 
clear. The tunica vaginalis is opened and explored 
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with a probe to find out if it communicates with 
the peritoneal cavity. If a hernia is present, the sac 
is dissected off the cord and ligated as high as 
possible. The lower end of the superficial inguinal 
pouch is then broken through with pressure by the 
little finger. A stitch of nylon is passed through the 
gubernaculum, which at this age is a thick and 
strong structure attached to the lower pole of the 
testis. Both ends of the nylon are threaded into the 
inguinal incision and out through the bottom of 
the scrotum, thus drawing the testis down toward 
its normal position. After closing the inguinal 
wound, the stitch is attached to the skin halfway 
down the inner side of the thigh. The stitch is kept 
in for 2 or 3 days, and tight napkins are not al- 
lowed for several days. Ten of the 11 infants treated 
now have the testis between 5 and 7 cm. from the 
pubic crest. The testis could not always descend 
fully because the scrotum was often smaller. Age 
at operation varied between 3 and 52 weeks, but 
the majority of the infants were under 3 months, 


and this appears to be the most satisfactory time. . 


OPHTHALMOLOGY 


The Early Detection of Glaucoma: Results of 2,000 
Routine Tonometries. H. Reed and J. E. L. Bendor- 
Samuel. Canad. M. A. J. 78:6-10 (Jan. 1) 1958 
[Toronto]. 


The authors comment on the results of routine 
tonometry in 2,000 patients-over 40 years of age. 
In 28 of these patients glaucoma had been diag- 
nosed on the basis of the history and the clinical 
examination before tonometry was performed. 
Tonometry revealed raised intraocular tension in 
an additional 71 patients who appeared clinically 
normal. In 30 of these patients additional tests in- 
dicated the presence of glaucoma; in 13 the investi- 
gations were negative; 7 are still being followed 
up as doubtful; and 21 failed to attend for investi- 
gation. The authors consider it likely that most of 
the 7 doubtful patients will later show definite 
signs of the disease. Thus, about 2% of the pa- 
tients over the age of 40 had early glaucoma with- 
out symptoms or obvious clinical signs. 

Of the 30 patients who were believed to have 
glaucoma, only 6 patients had narrow angles. It is 
a common observation that there are relatively 
more wide-angle glaucomas than narrow-angle 
glaucomas. Five patients had field defects. The wa- 
ter test was performed in 16 of the 30 patients and 
proved positive in 10 of them; the mydriatic test 
was positive in 3 of 4 patients. These provocative 
tests will often prove conclusively that glaucoma 
is present; a negative result, however, does not 
necessarily exclude the disease. Tonography proved 
of great value both in diagnosis and in assessing 
the effectiveness of miotics. Routine tonometry by 


ophthalmologists is only part of the answer to this 
problem of unrecognized glaucoma. General phy- 
sicians should be urged to include tonometry as 
part of every routine physical examination of pa- 
tients over the age of 40. If the ocular tension is 
raised, the patient should be referred to an oph- 
thalmologist for investigation. Medical schools 
should teach this simple test to the physicians of 
tomorrow. 


Ocular Signs of Meningioma. F. W. Newell and 
T. C. Beaman. Am. J. Ophth. 45:31-40 (Jan.) 1958 
[Chicago]. 


The records of 143 patients with histologically 
verified intracranial meningiomas were reviewed 
with special reference to the ocular signs and to 
the fact that, if the meningiomas are removed early 
in their course, there may be a return to normal 
neural function. There were 14 patients with men- 
ingioma of the tuberculum sellae, 11 of whom had 
optic atrophy with vision in 1 or both eyes reduced 
to less than counting fingers at 2 ft. In 2 of these 
patients roentgenograms of the skull and contrast 
radiography did not indicate the abnormality, but 
the tumor was found by surgical exposure. Men- 
ingioma should be thought of as a likely cause of 
reduced vision in middle-aged patients with pro- 
gressive optic atrophy not arising from glaucoma, 
vascular disease, or syphilis. Meningioma of the 


‘sphenoidal ridge was found in 15 patients. Symp- 


toms varied with the portion of the ridge involved, 
but optic atrophy of the homolateral eye and prop- 
tosis were the outstanding signs. Roentgen-ray ex- 
amination will frequently aid in the diagnosis, 
since meningiomas in this area, particularly those 
involving the pterional portion of the sphenoidal 
ridge, cause a characteristic hyperostosis. 

The optic nerve within the orbit may be involved 
in a meningioma that originates within the cranium 
or at the optic foramen or within the orbit itself. 
The chief symptoms of optic nerve meningioma 
are decreased vision and proptosis which are slowly 
progressive. Either may occur without the other. 
Two patients with meningioma extending along 
the optic nerve sheath were seen in this group. 
Proptosis was the outstanding symptom in the first, 
and reduction of vision in the second. The reports 
of patients with meningioma extending along the 
optic nerve sheaths, together with the findings in 
these 2 patients, indicate the futility of purely 
ocular surgery in their management. The removal 
of such tumors is the province of the neurosurgeon 
who can unroof the orbit and inspect the optic 
foramen. Tumors of the olfactory groove attain a 
large size before causing visual symptoms. Of 10 
patients with meningiomas in this area, the ma- 
jority had no ocular signs, and the visual signs that 
did occur aided in localizing the tumor in only 1 
instance. 
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INDUSTRIAL MEDICINE 


Hearing Impairment from Noise of Pneumatic 
Drills. L. Risch. J. Laryng. & Otol. 71:846-849 (Dec.) 
1957 [London]. 


The author tested the hearing of 9 pneumatic- 
drill operators engaged in road repair work. Their 
ages ranged from 30 to 55 years. There was an 
interval of a few minutes between the end of drill- 
ing and the test, which was carried out in a quiet, 
acoustically treated room. The men were ques- 
tioned concerning their experiences connected with 
drilling and especially concerning tinnitus and hear- 
ing of speech. The intensity of the noise produced 
by the drill was measured. At a distance of 6 ft. 


the noise from a single drill had an intensity of © 


95 db. Probably the intensity is higher between 2 


machines. when several drills are used simul- 
taneously in a team, but measuring this was not 
feasible. While this was too small a group for far- 
reaching deductions, the author believes that the 
following conclusions can be made: It is possible 
for some individuals to be exposed for many hours 
a day to very loud noise (at least 95 db.) for several 
years without necessarily suffering serious damage 
to the function of hearing. Three of the tested men 
worked with pneumatic drills for 10 years, and in 
2 (1 started at the age of 20 and the other at 25) 
the hearing was only slightly impaired for the 
highest frequencies. In the third man, who was 55 
years old, there was a more marked impairment in 
1 ear. In the majority of pneumatic-drill operators 
the noise does impair the hearing, and in a few the 
impairment can be of such a degree that hearing 
for speech in everyday life can be seriously affected. 
In severe unilateral deafness from other causes, 
such as was discovered in 1 of the men tested, even 
a moderate impairment for the higher notes in the 
good ear is bound to have a serious effect on hear- 
ing speech. Such a person should be discouraged 
from undertaking this type of work. The compara- 
tively slight impairment of hearing in the majority, 
in spite of exposure to this severe and unpleasant 
noise, indicates that the use of proper earplugs 
could prevent damage to the ears from this particu- 
lar type of industrial noise. 


Roentgen Resurvey of Cement Workers. O. A. 
Sander. A. M. A. Arch. Indust. Health. 17:96-103 
(Feb.) 1958 [Chicago]. 


One hundred ninety-five cement workers who 
had had from 20 to 45 years of exposure to raw, 
mixed, or finished cement dust were studied by 
comparing their 1934 and 1937 chest roentgeno- 
grams with recent ones. One hundred twenty of 
the 195 cement workers (or 61.5%) were classified 
as having normal chest roentgenograms; the films 
of 68 (or 35%) showed “moderate linear exaggera- 
tion”; the films of 6 (or 3%) showed “marked linear 
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exaggeration with ill-defined micronodular shad- 
ows.” Because of the small size of these round 
shadows (not over 1 mm.) and because of the 
normal appearance of the root shadows, these 6 
cases do not resemble silicosis and cannot be so 
diagnosed. Only 1 of the 195 patients showed 
clear-cut micronodulation, the exact cause of which 
could not be determined. 

It is suggested that the linear exaggerations and 
the micronodulations appearing on the roentgeno- 
grams are due to retention of some of the dust in 
the lymphatics of the lungs. These changes did not 
resemble silicosis in any case because of the lack of 
enlargement of the root lymph nodes, and it is 
suggested that they may be due to direct shadows 
cast by focal collections of retained dust and not by 
fibrosis. Exposure to finished cement dust alone 
results in no recognizable x-ray changes even after 
upwards of 30 years of exposure, indicating that 
finished cement is largely absorbed and that there 
is little or no retention and no resulting fibrosis. 
Inhalation of raw, mixed, or finished cement dust 
does not predispose to tuberculosis or emphysema. 


THERAPEUTICS 


Antituberculous Chemoprophylaxis with Isoniazid: 
Preliminary Note. A. O. Zorini. Dis. Chest. 33:1-17 
(Jan.) 1958 [Chicago]. , 


The author administered isoniazid to 600 chil- 
dren between the ages of 4 and 11 years. These 
children came from tuberculous families, most of 
whom had positive reactions to the tuberculin skin 
test but did not have clinical or radiologic mani- 
festations of active tuberculosis. Radiologic exami- 
nation of the children showed signs of progressive 
infection in the forms of hilar calcification, paren- 
chymal calcific foci, enlargement of hilar shadows 
without perifocal reaction, and alteration of the 
bronchovascular markings. Circulating antibody 
determination was normal in most children. The 
erythrocyte sedimentation rate was normal. Slight 
eosinophilia was noted in some. Special prepara- 
tions, such as fruit jelly and chocolates containing 
50 and 100 mg. of isoniazid and biscuits containing 
50 mg. of isoniazid, were given to small children, 
while isoniazid in tablets or syrups was given to 
older children. The drug was administered in an 
initial daily dose of 10 mg. per kilogram of body 
weight, followed by an increment of 5 mg. per 
kilogram of body weight daily each week, until a 
dose of 20 mg. per kilogram of body weight daily 
was attained. The daily dose did not exceed 800 
mg. in any of the children. Fifty per cent of the 
children received chemoprophylaxis for 4 months, 
and the other 50% for 2 months. The drug tolerance 
was excellent in nearly all the children with regard 
to both daily and total doses. Discontinuation of 
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treatment was necessary in only 4 of the 600 chil- 
dren, because of a relapsing dermatitis in 2 and 
because of gastroenteritis in 2. 

The clinical improvement in nearly all the chil- 
dren was featured by increase in body weight. In 
the 100 children followed by controlled intradermal 
testing, a nearly equal number of increased, sta- 
tionary, or decreased degrees of reactivity were 
noted. Negative reactions were not observed. These 
data show that prophylactic treatment with high 
doses of isoniazid can be carried out without un- 
toward reactions in tuberculin-positive or tubercu- 
lin-negative persons who do not have specific, 
active pulmonary lesions. The author is convinced 
that simple isoniazid chemoprophylaxis is capable 
of exerting immediate therapeutic action against 
existent tubercular foci within lymph nodes and 
other organs and will furnish through the isoniazid- 
resistant mechanism or some other mechanism a 
greater resistance against an endogenous or an 
exogenous reinfection. It is important to repeat 
isoniazid treatment at appropriate intervals during 
the second and the third year, especially in infants 
born of tuberculous parents. Canetti’s proposal of 
combining chemoprophylaxis with a BCG strain 
vaccination, resistant to isoniazid and catalase- 
positive, would be difficult to put into practice and 
would carry with it a certain danger. It should, 
however, be given tentative consideration in those 
countries in which BCG vaccination is widely used 
and psychologically accepted. 


Short-term Penicillin and Dihydrostreptomycin 
Therapy of Streptococcal Endocarditis: Results of 
the Treatment of 35 Patients. R. Tompsett, W. C. 
Robbins and C. Berntsen Jr. Am. J. Med. 24:57-67 
(Jan.) 1958 [New York]. 


Seventeen men and 18 women, between 17 and 
67 years of age, with endocarditis caused by peni- 
cillin-susceptible streptococci, were given a 14-day 
course of concurrent administration of 500,000 units 
of potassium penicillin G intramuscularly every 2 
hours (a total daily dose of 6 million units) and 0.5 
Gm. of dihydrostreptomycin 4 times a day or 1 Gm. 
twice a day intramuscularly (a total daily dose of 
2 Gm.). After the completion of treatment blood 
cultures were usually taken 3 times a week for the 
ensuing 2 weeks and at longer intervals thereafter 
for at least 3 months. Definite bacteriological cure 
was achieved in 24 patients (69%) and probable 
bacteriological cure in an additional 8 patients 
(23%). Bacteriological relapse was observed in 3 
patients (about 10%), 1 of whom relapsed twice. 

Concurrent administration of penicillin and dihy- 
drostreptomycin probably represents the most satis- 
factory bactericidal, antimicrobial therapy available 
today for infections caused by strains of streptococci 
which are sensitive to penicillin in in vitro tests. 
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The use of this therapy, however, for a period of as 
short as 14 days falls short of the goal of antimi- 
crobial therapy, which is bacteriological cure in all 
cases. As it is impossible to predict which patients 
will not achieve cure with short-term therapy, it 
may be advisable to extend the routine therapy of 
endocarditis caused by streptococci for an addi- 
tional 7 to 14 days beyond the initial 2 weeks, in the 
hope that the remaining 10% of the patients will 
be cured by the first course of therapy. Valid theo- 
retical as well as statistical reasons are adduced to 
support this advice. There was no significant change 
in the in vitro sensitivity to either penicillin or 
streptomycin in the strains isolated after unsuccess- 
ful short-term combined therapy, indicating that 
concurrent administration of the 2 antibiotics pre- 
vented the emergence of streptomycin resistance. 


PATHOLOGY 


Carcinoids. G. Nese. Tidsskr. norske legefor. 77: 
947-952 (Nov. 1) 1957 (In Norwegian) [Oslo]. 


Report is presented of 55 cases of carcinoids, in 
21 men and 34 women, from the Institute of Gen- 
eral and Experimental Pathology in the Rikshos- 
pital and from Kreyberg’s personal material. The 
youngest patient was 11 years old, the oldest was 
80; 26 patients were under 30. Of the 13 malignant 
carcinoids, in 10 men and 3 women, 1 was in the 
appendix, 4 were in the ileum, 6 were ileocecal, 1 
was in the ascending colon, and 1 was in the 
stomach. Five of the men and 1 woman died. None 
of the 42 patients with benign carcinoids have died, 
but 1 patient had a recurrence and was reoperated 
on. The longest follow-up period for benign carci- 
noids was 24 years and for malignant carcinoids, 8 
years. Carcinoids in the appendix, usually benign, 
occur most often in young women. Carcinoids in 
other regions occur far more often in older patients, 
mostly men. Benign carcinoids may become malig- 
nant after some years, but they generally remain 
unchanged for decades. Treatment is operative. 
The prognosis for patients with benign carcinoids 
is good when the tumor is removed, and it is not 
wholly bad for patients with metastasizing carci- 
noids if the primary tumor is removed. In 4 patients 
with malignant carcinoids and nietastases, exami- 
nation of the urine gave evidence of an increased 
serotonin content. 


Further Studies on the Transmission of Staph. 
Aureus. R. Hare and M. Ridley. Brit. M. J. 1:69-73 
(Jan. 11) 1958 [London]. 


The authors made extensive surveys of the skin 
and clothing of 12 men and 3 women who were 
nasal carriers of Staphylococcus pyogenes var. 
aureus. Isolation of Staph. aureus was carried out 
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on nutrient-agar plates containing phenolphthalein 
diphosphate. Six of the 15 carriers had much less 
contamination of the skin or clothing than the re- 
maining 9. The latter had Staph. aureus sometimes 
in considerable numbers on the skin and usually 
on sites having direct contact with the nose, i. e., 
the face, palms, and fingers. Forearms and wrists 
were seldom contaminated. The hair, chest, abdo- 
men, back, and legs were either free or the num- 
bers of Staph. aureus were small. The handkerchief, 
the only item of clothing likely to have direct con- 
tact with the nose, was usually heavily contami- 
nated. So, too, was the pocket in which the 
handkerchief was kept, but staphylococci could 
also be found on one or another site on the re- 
mainder of the clothing and certainly on that of 
the front of the body. Contrary to expectation, 
there was no correlation between the number of 
Staph. aureus in the nose and the intensity and 
extent of contamination of the skin or clothing. 
Nevertheless, if the carriers studied be considered 
representative of carriers in general, about 60% 
have sufficient numbers of these bacteria on various 
sites of the skin and clothing to enable them to 
transmit their own organisms to other persons with 
whom they come into direct physical contact by 
means of objects, such as blankets or towels which 
they have touched, or as a result of dispersal into 
free air during movement. 

Widespread contamination of 1 of the 12 male 
carriers, who was a healthy person with no pyo- 
genic or other lesions of the skin and only a few 
Staph. aureus of a different phage pattern in 1 
nostril, made it appear probable that the organisms 
were derived from some situation other than his 
nose, where there was sufficient warmth and mois- 
ture to enable them to multiply. In this individual 
large numbers of the organisms were obtained 
from the perineum. However, there was so heavy 
a growth of coagulase-negative skin staphylococci 
from the latter area that, without the assitance 
afforded by the phenolphthalein diphosphate me- 
dium, the colonies of Staph. aureus might have 
been missed. The clothing in apposition to the 
perineum, such as the legs and seat of the drawers, 
was heavily contaminated. There was no evidence 
that the perineum had been contaminated by 
Staph. aureus coming from the feces. It seemed 
that the perineum of this particular carrier had 
been the primary source of the Staph. aureus on 
his skin and clothing all along, and that this species 
was able to multiply on this area of the body. Or- 
ganisms from this reservoir were able to reach 
other sites on the skin and clothing and be dis- 
persed during movement to much the same extent 
as with nasal carriers. Thus, when possible sources 
of infection are being sought, the existence of non- 
nasal carriers of Staph. aureus must not be over- 
looked. 
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Clinical Impressions in 100 Consecutive Cases of 
Carcinoma of the Urinary Bladder Treated by 
Supervoltage. C. A. Cuccia, S. Jones and C. M. 
Crigler. J. Urol. 79:99-109 (Jan.) 1958 [Baltimore]. 


All patients with carcinoma of the bladder seen 
in the urology department at the M. D. Anderson 
Hospital, Houston, Texas, were evaluated with the 
radiotherapy department for disposition. The em- 
phasis since April, 1954, has been directed toward 
radical irradiation with supervoltage. Since this 
program was started, external irradiation with 
supervoltage has been used in some lesions which 
otherwise could have been treated with interstitial 
or intracavitary irradiation. The aim was to treat 
the empty whole bladder rather than part of it. 
This decision to treat the whole bladder and to 
prefer external irradiation was based on Roger 
Baker’s demonstration of circumferential lymphatic 
spread of cancer cells along the muscle wall. Data 
are presented on 100 patients with cancer of the 
bladder treated with supervoltage from April, 1954, 
to September, 1956. All were treated with either 
the radio cobalt (Co*’) irradiator or the betatron. 

In the first year the patients were alternated 
between the 2 machines, with the aim of finding out 
whether there were differences in the tolerance, re- 
actions, and immediate results. When these factors 
were found to be fairly equal, the use of the betatron 
was preferred because of better volume distribu- 
tion and because it avoided the late fibrosis of 
subcutaneous tissue in the suprapubic region which 
sometimes resulted from treatment with Co*’. The 
use of Co* is now reserved almost exclusively for 
patients with involvement of the anterior wall of 
the bladder with extension into the prevesical 
space. A minimal tumor dose of 6,000 r was applied 
to the whole bladder in 5 weeks with a 3-field 
arrangement. The fields, 1 anterior in the supra- 
pubic region and 2 posterior at the level of the 
sacroiliac joints, range in size from 6 by 8 cm. to 
8 by 10 cm. By using different sizes of portals and 
different degrees of angulation of the posterior 
fields, the primary tumor and the perivesical exten- 
sions were adequately treated. On the betatron, the 
fields were loaded with a ratio 2:1 in favor of the 
anterior portal. This spares the rectum to some 
extent. In some patients who had previous supra- 
pubic bladder surgery, the tumor dose was reduced 
to 5,500 r. 

The impressions gained so far indicate that pa- 
tients with disease extending to the pelvic wall 
and those with less extensive disease but in poor 
general condition are better treated with a pallia- 
tive technique, because those treated with high 
doses had poor tolerance and more complications. 
Previous irradiation of any type is a limiting factor. 
There appeared to be a relationship between recent 
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suprapubic bladder surgery (especially partial cys- 
tectomy) and contracted bladder after irradiation. 
Presence of bladder neck obstruction or severe 
cystitis decreased the local tolerance for irradiation. 
Urinary diversion prior to irradiation may be essen- 
tial in some cases. Women, especially those in the 
older age groups, tolerated the treatment less satis- 
factorily. Surgery demonstrated that irradiated 
tissue has diminished healing capacity. The analysis 
of those with superficial low-grade lesions revealed 
that the potentiality of the bladder mucosa to form 
new lesions is not eradicated by irradiation. There- 
fore, transurethral surgery is best for low-grade, 
low-stage lesions. Recurrences that reveal advance- 
ment in stage and/or in grade or lesions that cannot 
be adequately removed transurethrally can be 
eradicated by irradiation. High-grade lesions, in- 
‘cluding undifferentiated and squamous carcinoma 
and lesions in stages B. and C, should be treated 
radically. Supervoltage therapy in this group was 
encouraging, and it appears to have a definite place 
in the management of carcinoma of the urinary 
bladder. 


PUBLIC HEALTH 


Chronic Toxicity of 3-(p-Chlorophenyl)-1, 1-Di- 
methylurea (Monuron). H. C. Hodge, E. A. May- 
nard, W. L. Downs and R. D. Coye. A. M. A. Arch. 
Indust. Health 17:45-47 (Jan.) 1958 [Chicago]. 


Monuron [3-(p-chloropheny] )-1, 1-dimethylurea] 
has been found to be an effective herbicide for the 
control of many annual and perennial grasses and 
herbaceous weeds. When applied at rates of 16 to 
64 lb. per acre, it has been found to prevent growth 
of nearly all vegetation for a period of many 
months. This control of vegetative growth has 
proved useful in such areas as highway right-of- 
ways, railroad yards and right-of-ways, lumber 
yards, petroleum tank farms, drainage ditches, and 
industrial plant sites. When used at a much lower 
application rate, from 1 to 6 Ib. per acre, Monuron 
has proved valuable in selective weed control 
among crops, such as asparagus, citrus fruits, 
cotton, grapes, onions, pineapples, spinach, and 
sugar cane. In recognition of the possible exposure 
of humans and animals to Monuron, extensive 
chronic toxicity tests were completed prior to es- 
tablishment of the residue tolerances. This report 
describes the results of feeding Monuron for 2 years 
to rats and for 1 years to dogs. 

In these studies 25 mg. of Monuron per kilogram 
of body weight has been shown to be a noneffective 
dose even on long-continued administration. Ap- 
proximately 10 times this dose was associated with 
growth retardation, a slight anemia, and liver and 
spleen weight increases (in female rats). The non- 
effective level, if expressed as the concentration in 


J.A.M.A., April 26, 1958 


the diet to give the same dose for rats and dogs, 
falls in the range of 250-500 ppm of the diet. This 
concentration range exceeds by 35 to 70 times the 
residue tolerance figure for asparagus and by 250 
to 500 times the residue tolerance figure for most 
crops. If man is no more susceptible to the toxic 
effects of Monuron than are rats and dogs, and 
assuming that only a minor fraction of the human 
diet will contain Monuron, the margin of safety in 
the established residue tolerances seems adequate. 


Care of Children with Nephrosis and Cystic 
Fibrosis of the Pancreas in a Crippled Children 
Program. S. G. Dodd and V. Shannon. Am. J. Pub. 
Health 48:15-21 (Jan.) 1958 [Albany, N. Y.]. 


Children suffering from nephrosis and cystic 
fibrosis of the pancreas have recently been included 
in the Connecticut State Department of Health's 
program for crippled children. The authors believe 
that the inclusion of such children is appropriate, 
as these diseases are amenable to medical manage- 
ment, but they are catastrophic to the affected 
individuals and families and frequently require the 
use of resources beyond those of the family. Con- 
necticut is the first state to take on these new 
aspects of crippled children’s care. The services 
available under the nephrosis and cystic fibrosis 
programs are similar to those given to children 
with other crippling conditions. The programs 
follow the purposes set forth by the Children’s 
Bureau: to provide skilled medical, surgical, nurs- 
ing, social, and physical therapy services for chil- 
dren in hospitals, convalescent homes, foster homes, 
and in their own homes, and to cooperate with 
other resources in providing and promoting the 
development of services to crippled children. 

Children up to 21 years of age who reside in the 
state are eligible for diagnostic service. Eligibility 
for treatment is determined by several factors, in- 
cluding diagnosis, lack of other treatment facilities, 
need for a planned program of medical care rather 
than provision of an isolated treatment, and the 
economic situation of the family. The programs 
may assist in care of children at home by providing 
medical consultation, laboratory and x-ray work, 
and some medication. Funds are also available for 
hospital and convalescent care. Depending upon 
the need, continuing medical, social, nutritional, 
and public health nursing services are provided. 
The parents are encouraged to maintain close touch 
with their family physician at all times, and ar- 
rangements are made with his foreknowledge and 
approval. For a child to receive aid, a referral is 
usually made by the family physician or pediatri- 
cian. If the family contacts the department first, 
they are requested to give their physician’s name, 
and permission to confer with him is obtained. 
Case histories are cited to explain how the pro- 
grams function. 
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BOOK REVIEWS 


Introduction to Anesthesia: The Principles of Safe Prac- 
tice. By Robert D. Dripps, M.D., Professor and Chairman, 
Department of Anesthesiology, Schools of Medicine, Uni- 
versity of Pennsylvania, Philadelphia, James E. Eckenhoff, 
M.D., Professor of Anesthesiology, Schools of Medicine, 
University of Pennsylvania, and Leroy D. Vandam, M.D., 
Clinical Professor of Anesthesia, Harvard Medical School, 
Boston. Cloth. $4.75. Pp. 266, with 47 illustrations, line 
drawings by Leroy D. Vandam. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., 
Shaftesbury Ave., London, W. C. 2, England, 1957. 

The authors of this work, which originally was 
privately printed in 1949 for use in the department 
of anesthesiology of the Hospital of the University 
of Pennsylvania, are well known. They have cov- 
ered the field of anesthesiology rather well and 
have added a section on the management of nar- 
cotic poisoning. They have limited themselves to 
few words, a practice which calls for great accu- 
racy of expression. This third edition is the first 
which has been made available to the profession 
generally. It is printed on good paper, is easily 
read, and is fairly well indexed. It is a pleasure to 
find a book as well done as this one. Anyone who 
is interested in anthesiology will probably want to 
own it. 


The Lower Urinary Tract in Childhood: Some Correlated 
Clinical and Roentgenologic Observations. By Sven Roland 
Kjellberg, Nils Olof Ericsson, and Ulf Rudhe. Cloth. $18.50. 
Pp. 298, with 265 illustrations. Year Book Publishers, Inc., 
200 E. Illinois St., Chicago 11; Almqvist & Wiksells, 26 
Gamla Brogatan, Stockholm C; Box 47, Uppsala, Sweden, 
1957. 


In this unusual book the subject matter measures 
up to the high standard of investigative work that 
has come to be the expected as routine from 
Scandinavia. The department of roentgenology at 
the Karolinska Sjukhuset, Stockholm, has always 
pioneered in new types of investigation. Some have 
thought that many of these roentgenologic exam- 
inations were superfluous, in that the information 
could be obtained more easily by other methods, 
but it must be admitted that persistence has illumi- 
nated many obscure problems. Micturition cystoure- 
thrography, which forms the basis of this book, 
falls into this category. The conslusions reached are 
sound. The book is more than a treatise on voiding 
cystourethrography in infants and children; it is 
also a comprehensive summary of current opinion 
of various pediatric-urologic problems, including an 
excellent bibliography. 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


The first chapter is a well-written treatise on the 
embryology of the genitourinary tract, stressing 
the important failures in development that result 
in the more commonly encountered anomalies. In 
chapter 3, the authors describe their ingenious ap- 
paratus for making simultaneous lateral and frontal 
views with the child sitting in a specially designed 
canvas swing. The cystographic medium used will 
also surprise most American urologists, as it con- 
sists of a thin solution of barium sulfate (250 Gm. 
in a 1,000-cc. mixture). The authors have found 
that, in contrast to mediums containing iodine, it 
is nonirritating; thus, the child has no discomfort 
and can be induced to void without much trouble. 
Films are exposed during the act of micturition. 
The authors first present films to demonstrate the 
appearance of the normal bladder and urethra. Al- 
though the frontal views will be readily interpreted 
by the reader, interpretation of the lateral views 
will require some study. The rest of the book is 
devoted to the use of the voiding cystourethrogram 
in the following conditions: ectopic ureter and 
urethrocele, the neurogenic bladder, bladder neck 
obstruction, congenital urethral valves, urinary 
tract infection, stricture of the urethra, intersex- 
uality, and enuresis. 

Most urologists believe that cystography has 
little place in the diagnosis of ectopic ureters and 
ureterocele. The authors demonstrate that the void- 
ing cystourethrogram is most helpful in demon- 
strating large ureteroceles lying close to the vesical 
neck or just inside the urethra that may be pushed 
aside or collapsed by the passage of a cystoscope 
and thereby overlooked. They also show with what 
astounding frequency an ectopic ureter which opens 
into the urethra can be filled and visualized with 
contrast medium as the patient voids. This should 
be a distinct contribution to diagnosis in such cases, 
because these orifices are notoriously difficult to 
visualize and catheterize cystoscopically. Another 
new concept is the demonstration that spasticity of 
the external sphincter in neurogenic disease and 
urinary infection may often be demonstrated by the 
voiding cystourethrogram but not by the retrograde 
method. One of the best demonstrations of the 
value of the voiding cystourethrogram is in the 
case of congenital urethral values. This has always 
been a most difficult diagnosis to make cystos- 
copically, and many cases are overlooked. The 
authors present films and statistics showing that 
their method is almost 100% accurate. They admit 
that in some cases it may be a little difficult to 
differentiate a valve from a spastic external 
sphincter but that with moderate experience 
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roentgenologic diagnosis is accurate. This book 
should be read by all urologists and roentgen- 
ologists. 


An Introduction to Medical Mycology. By George M. 
Lewis, M.D., Professor of Clinical Medicine (Dermatology), 
Cornell University Medical College, New York, Mary E. 
Hopper, M.S., J. Walter Wilson, M.D., Clinical Professor of 
Medicine, University of Southern California, Los Angeles, 
and Orda A. Plunkett, Ph.D., Professor of Botany, Univer- 
sity of California at Los Angeles. Fourth edition. Cloth. $15. 
Pp. 453, with illustrations. Year Book Publishers, Inc., 200 E. 
Illinois St., Chicago 11, 1958. 


The new edition of this volume, which for 18 
years has been a standard textbook in medical and, 
in particular, dermatologic mycology, represents a 
significant improvement over the preceding edi- 
tions both from the practical and the theoretical 
viewpoints. Drs. Wilson and Plunkett, as co-authors, 
have rewritten the sections dealing with deep 
mycoses and contaminants respectively. The 
nomenclature has been brought up to date, and the 
results of some of the newer experiments have 
been incorporated. Descriptions of the culture bi- 
opsies of many of the dermatophytes are included. 
This volume is an introduction to rather than a 
treatise on medical mycology. This explains the 
fact that no attempt is made to discuss or weigh 
the evidence for and against controversial subjects. 
It might have been preferable to consider black 
and white piedra separately. Trichophyton concen- 
tricum, which causes tinea imbricata, is separated 
from the other members of the genus Trichophyton, 
probably because of the difference in the clinical 
disease produced. It was a fortunate decision on the 
part of the authors to combine the clinical and 
laboratory phases of the various mycoses instead of 
separating them as in previous editions. The illus- 
trations are excellent and much more numerous 
than in the previous editions. This text can be 
highly recommended for students and practitioners 
of medical mycology. 


Operative Obstetrics. By R. Gordon Douglas, Professor 
of Obstetrics and Gynecology, Cornell University Medical 
College, New York, and William B. Stromme, Attending 
Obstetrician and Gynecologist, Northwestern Hospital, Min- 
neapolis. Foreword by Nicholson J. Eastman. Cloth. $20. 
Pp. 735, with illustrations. Appleton-Century-Crofts, Inc., 
35 W. 32nd St., New York 1, 1957. 


The thoroughness, conciseness, and clarity with 
which the authors have presented their subject 
marks this book as a library necessity. It fills a long 
felt need, both for specialists and for teaching resi- 
dents. The profusion and appropriateness of the 
pictures, many times with sketches to supplement 
the photographs, indicate the thought that went 
into this valuable book. The section on forceps 
delivery is particularly well done. The rationale for 
the use, not only of the forceps but also of the type 
of forceps to be used is clearly explained. The 
chapters on preoperative, operative, and postoper- 
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ative care cover a wealth of material. The authors 
also discuss the management of the complications 
of pregnancy, both local and systemic, the indica- 
tions for anesthesia, and the indications and con- 
traindications for many other procedures. Sound 
judgment is shown throughout this much-needed 
textbook. 


Pediatric Roentgenology. By Dr. M. A. Lassrich, Prof. Dr. 
R. Prévét, and Prof. Dr. K. H. Schafer. Edited by Prof. Dr. 
K. H. Schafer. Translation from German provided by James T. 
Case, M.D., D.M.R.E., Director, Memorial Cancer Founda- 
tion, Santa Barbara, Calif. Cloth. $28. Pp. 333, with 700 
illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16; 99 Great Russell St., London, W. C. 1, England, 
1957. 


This book represents the first appearance in Ger- 
man of a treatise dealing with pediatric roentgen- 
ology in more than 20 years. The subject matter 
and illustrations are presented in atlas form, but the 
legends, although concise, contain the essential 
clinical and roentgenologic data. The introductory 
remarks at the beginning of each chapter adequate- 
ly cover the technical details. Emphasis has been 
placed on the subjects of practical importance, con- 
centrating attention on the thoracic and abdominal 
organs, but the other structures, such as the skeletal 
system, have not been neglected. The illustrations 
are beautiful and well selected. The reproductions 
of roentgenograms are in the positive phase. Where 
indicated, explanatory schematic drawings have 
been used to good advantage. There is no biblio- 
graphy. Dr. Case is to be congratulated for the 
excellent translation of this book into easily readible 
form, transferring the thoughts and ideas of the 
authors accurately. This book is highly recom- 
mended for radiologists, pediatricians, and all phy- 
sicians interested in the diseases of children. 


Abdominal Operations by the Vaginal Route. By Paul 
Werner, M.D., and Julius Sederl, M.D. Translated by L. M. 
Szamek, M.D. With foreword by Richard W. Te Linde, 
M.D. Cloth. $9. Pp. 165, with 120 illustrations. J. B. Lip- 
pincott Company, 227-231 S. Sixth St., Philadelphia 5; 
4865 Western Ave., Montreal 6, Canada; Pitman Medical 
Publishing Company, Ltd., 45 New Oxford St., London, 
W. C. 1, England, 1958. 


This book is an excellent translation of the one 
published by the authors in 1952. This does not 
diminish its quality or value. Dr. Werner continued 
to perform intricate vaginal operations almost until 
the time of his death. He was one of the foremost 
operators, not only in Europe but in the world. His 
vast experience as a teacher and master technician 
is evident in the beautiful and instructive drawings. 
Even the German edition was most instructive for 
those who could not read German, because of these 
illustrations. The price of the German edition was 
$11. The English translation is only $9. It should 
prove helpful to any surgeon or gynecologist who 
is interested in perfecting his technique of vaginal 
operations. 
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NOISES IN THE HEAD 


To tHe Eprror:—Some patients complain of ring- 
ing or buzzing in the head. This is definitely not 
described as a patient usually describes a tin- 
nitus, in that it is not lateralized and, when spe- 
cifically asked regarding whether the sound or 
sensation is coming from the ears, the answer in- 
variably is, “No, it is in my head.” These patients 
describe this as being continually present day 
and night, never particularly interfering with 
sleep but definitely disturbing them during the 
day. The patient may indicate that for a brief 
period of time it may suddenly leave and return 
just as suddenly. Most of these subjects claim 
that it has been present for years. Examination 
by otolaryngologists, complete neurological ex- 
aminations, general physical examinations, and 
the duration of these symptoms fail to reveal the 
cause. The patients are not helped by sedatives, 
tranquilizers, or vasoconstrictors, such as ergota- 
mine tartrate and caffeine. Reassurances to the 
patient as to the absence of any discernible or- 
ganic disease and referrals to psychiatrists like- 
wise fail to help. What is the cause of this dis- 
tressing phenomenon? M.D., Washington. 


Answer.—The problem of buzzing, ringing, or 
humming in the head in a person with no neuro- 
logical sign, abnormal otological or aural finding, 
obvious vascular disease, or hypertension presents 
a vexing problem. One should consider a large 
aneurysm of the cartoid artery or the circle of 
Willis, an arteriovenous aneurysm, a variant of 
labyrinthine hydrops, preternatural pulsation fre- 
quently heard at night in people with much arterio- 
sclerosis, with loud cardiac murmurs, or with a 
sound-producing mechanism elsewhere in the body, 
spasmodic repetitive contraction of the stapedius 
muscle, and the possibility of serious mental aber- 
ration with neurosis or with hallucinations. 


Answer.—The condition described is fairly com- 
mon among tense or introspective persons. It is 
probably an exaggeration of the sound normally 
heard in a sound-proof room. This can be verified 
by anyone if he gives his attention to it. If those 
who complain of the sounds described have their 
attention distracted from them, or if they are 
asleep, the sounds are not heard. It is therefore 
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considered a functional phenomenon arising from 
awareness and magnification of a normal occur- 
rence. 


RECURRENT AXILLARY AND 

INGUINAL ADENITIS 

To THe Eprror:—A 43-year-old man has noted blood 
and pus in his stools for one year. He has also 
had recurrent axillary and inguinal adenitis, 
which has never suppurated. Sigmoidoscopy and 
barium enema have revealed a cauliflower gran- 
ulomatous lesion involving the rectal ampulla 
and 3 or 4 cm. of the rectum extending immedi- 
ately above the anal canal. There is no distinct 
stricture or fistula, and the sigmoidoscope can be 
passed into the sigmoid, revealing a normal 
mucosa above. The serum albumin is 2.5 Gm. 
per 100 cc., and the globulin is 5.3 Gm. per 100 
cc. Physical examination is negative except for 
the adenopathy, with nodes of 1 to 1.4 em. in 
diameter which are firm, mobile, and nonindu- 
rated. Chest x-ray and serologic examination are 
normal. Rectal biopsy (four separate specimens) 
revealed chronic inflammation without giant 
cells. A Frei test was negative at 48 hours, but a 
distinct nodule was seen at the test site 10 days 
later. 1. Is venereal lymphogranuloma in this pa- 
tient likely? Are strictures necessary for such a 
diagnosis in the male? Is such an infection likely 
to be the result of homosexual practice? 2. Does 
the Frei test antigen lose its potency even though 
the expiration date is given as March, 1958? 3. 
Is the complement fixation titer affected by per- 
formance of the test? 4. Are there any special iso- 
lation techniques for identification of the virus 
from an inguinal node? How should the biopsy 
specimen be handled? 5. Does sarcoid produce 
this type of lesion? Must any other granuloma- 
tous process be considered? 6. Would liver biop- 
sy aid in establishing the diagnosis? Has the liver 
been shown to be involved in venereal lympho- 
granuloma? 7. What is the accepted form of ther- 
apy of this disease? 

Leonard Breslaw, M.D., Las Angeles, Calif. 


Answer.—1l. The findings in this case are diag- 
nostic of venereal lymphogranuloma. Note the re- 
version of the albumin-globulin ratio of the serum 
proteins and the positive intracutaneous Frei test 
in the form of a distinct nodule seen at the site 10 
days later. This evidence would outweigh the “neg- 
ative Frei test” reported. Nodule formation is as 
important as an erythematous reaction at the site of 
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injection. The presence of strictures is not essential 
to the diagnosis. Aberrant sexual acts (anal coitus ) 
are not the only means of development of this dis- 
ease. 2. The Frei test antigen does not lose potency 
for at least two years. 3. The complement fixation 
titer is not affected by the intracutaneous Frei test. 
4. Animal transfers (yolk sac from chick embryo 
and mouse brain) are the special techniques for the 
identification of the virus. There is nothing special 
about the surgical removal of a lymph node for 
microscopic studies (Kornblith, Surg. Gynec. & 
Obst. 63:99, 1936). 5. Sarcoid does not histologi- 
cally resemble the lesion under discussion. The only 
other granulomatous process is, possibly, foreign 
body granulomas. 6. Biopsy of the liver would not 
aid in the diagnosis. The liver is not involved in 
venereal lymphogranuloma. 7. Ordinarily, a course 
of orally administered broad-spectrum antibiotics 
with short courses of large doses of sulfonamides 
should be given for about two months, but, since 
cancer is so frequently associated with or super- 
imposed on venereal lymphogranuloma, the antibi- 
otic and chemotherapeutic therapy in maximum tol- 
erable dosages should be limited to only two weeks. 
If no recession of the rectal lesion is observed, 
local excision of the entire lesion (total biopsy ) 
should be performed and followed by immediate 
frozen section microscopic examination. If cancer 
is discovered, an abdominoperineal resection should 
be then carried out. If not, antibiotic therapy 
should be continued for many weeks after opera- 
tion. 


MONTHLY SUICIDE RATES 

To THE Eprror:—The county coroner has noted a 
great increase in the suicide rate in this area 
from the early part of December until the middle 
of January in each of the last four years. Is this 
in conformity with the national findings? Are 
there any reasons for this apparent increase dur- 
ing this period of the year? 

Robert W. Viehe, M.D., Whitefish, Mont. 


AnsweRr.—There are no statistical data available 
that would cover such an unusual period as “the 
early part of December until the middle of Janu- 
ary.” Available statistical data are grouped, on the 
national level, according to calendar months. In 
addition, the National Service of Vital Statistics has 
not as yet published reports for 1956 and 1957. 

The deaths due to suicide in the United States 
from 1951 to 1955, according to monthly distribu- 
tion, are given in the table. From these figures the 
following deductions can be made: The number of 
suicides in the combined two months of January 
and December, 1952, has declined by 12 from the 
number recorded for 1951. Figures for 1953 show 
an increase of 13 over 1952. In January and Decem- 
ber of 1954, the number of suicides increased by 
50; in the same two months of 1955, the increase is 
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42 above the previous year. Thus, it seems that 
there is a continuous increase in the number of 
suicides in January and December of every year, 
1952 through 1955. These figures are misleading, 
however, if taken alone, inasmuch as the total num- 
ber of suicides in the entire United States increased 
in 1953, 1954, and 1955. The increase during these 
years can be calculated from the table: 308 in 
1953, 409 in 1954, and 404 in 1955. The bimonthly 
averages in these years, on the national level, are 
significantly higher than the increases during the 
months of January and December. 

With the figures of the average monthly increase 
and the comparison of these averages to the actual 
increase in January and December of the corre- 
sponding years, a computation can be made which 
would show that the increase of suicides in the 
named months is below the average expected. It 
appears, even without this computation, that the 
increase in the number of suicides during the 
months of January and December, 1953 through 
1955, does not show any significant deviation from 
the increase of suicides during any other month, on 
the national level. 


Death Due to Suicide in the United States from 1951 to 1955 
According to Monthly Distribution 


1952 1953 1954 1955 
1,325 1,311 1,333 1,369 
1,214 1,230 1,240 1,224 
1,398 1,435 1,426 1,429 
1,4% 1444 1,444 1,554 
1,442 1,467 1,448 1,518 
1,310 1,360 1,458 1,377 
1,303 1,334 1,412 1,370 
1,224 1,271 1,266 1,40. 
1,179 1,292 1,357 1,351 
1,230 1,288 1,333 1,399 
1,207 1,246 1,340 1,357 
1,242 1,269 1,299 1,305 
15,567 15,947 16,356 16,70) 


HEREDITY AND MYOPIA 

To THE Eprror:—What are the probabilities of er- 
rors of refraction in offspring of mates, each of 
whom have stationary simple myopia of 2-D 
severity? M.D., Michigan. 


ANSWER.—It is fallacious to give genetic prognos- 
tication for myopia taking into account the total re- 
fraction of the eye (clinical refraction ). This would 
be possible only if the mode of transmission and 
varying course of each of the following variable 
refraction components were known: (1) corneal re- 
fraction, (2) depth of anterior chamber, (3) re- 
fraction of the lens, and (4) axial length of the 
eye. The total, or clinical refraction, is the com- 
bined result of the above four factors. There is a 
great need for genetic studies on the inheritance of 
each of these factors. There are a number of pedi- 
grees of clinical refraction showing dominant in- 
heritance. Some pedigrees suggest intermediate 
inheritance. In some families in which dominant in- 
heritance is exhibited a wide range in the severity 
of the myopia exists; in others, there is a rather re- 
markable consistency in the degree of myopia. A 
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high myopia tends to exhibit recessive or sex-linked 
recessive modes of transmission. This question pro- 
vides no data concerning the presence of myopia 
in the siblings of the mates or in their respective 
parents and thus gives insufficient data on which to 
base a genetic prognostication. If it is assumed, 
however, for purpose of speculation, that both 
mates are heterozygous for a dominant gene for 
myopia, it can be anticipated that 25% of the off- 
spring will be homozygous for the myopic gene, 
50% will be heterozygous for the myopic gene, and 
25% will be homozygous for the normal gene. Thus, 
it can be anticipated that the offspring in each preg- 
nancy has three chances in four of being myopic. 
This implies a dominant gene for myopia capable 
of being interpreted only in the light of the total 
clinical refraction and is not specifically dependent 
on the previously discussed refraction components. 


Reference 


Sorsby, A.: Genetics of Ophthalmology, St. Louis, C. V. 
Mosby Company, 1951, p. 88. 


VARIED REACTIONS WITH TEST 
FOR UROBILINOGEN 
To THE Eprror:—In an office where Ehrlich’s alde- 
hyde test for urobilinogen is used routinely, in 
certain cases instead of albuminuria a milky, or- 
ange-colored reaction has been seen when the 
reagent was added to urine. What causes this? 
Michael H. Berger, M.D., Quito, Ecuador, 
South America. 


Answer.—This and similar phenomena have been 
noted many times in cases where the urine test is 
negative for protein but positive for bile. A posi- 
tive test for bile in urine indicates the presence of 
bilirubin and is also associated with the excretion 
of bile salts. When Ehrlich’s reagent is added to a 
bile-positive urine, the strong hydrochloric acid in 
the reagent converts bile salts to the acids, which 
are insoluble. If these are present in sufficiently 
high concentration, they impart a milky appear- 
ance to the urine and may even precipitate. Ehr- 
lich’s reagent also acts on the bilirubin to produce 
a brown pigment. The precise shade of color and 
degree of turbidity resulting from the addition of 
the reagent depends on such factors as the concen- 
trations of the urinary pigments, bilirubin, bile 
salts, and urobilinogen. For example, if little uro- 
bilinogen and relatively high concentrations of bile 
salts and bilirubin are present, as in severe ob- 
structive jaundice, the addition of Ehrlich’s reagent 
gives a turbid, brown suspension. On the other 
hand, if urobilinogen is present in substantial con- 
centration in addition to bilirubin and bile salts, as 
in diffuse hepatic disease, the red color resulting 
from the interaction of Ehrlich’s reagent with uro- 
bilinogen mixes with the yellow-brown color to 
give a milky, orange-colored suspension. The inter- 
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fering action of bile on the urobilinogen test may 
be avoided in the following way. If the urine test is 
positive for bile, make 8 ml. of urine slightly alka- 
line with 1 drop of 20% sodium hydroxide solution. 
Add 2 ml. of 10% barium chloride solution and mix. 
Then filter and, to a suitable amount of the filtrate, 
add an equal volume of Ehrlich’s reagent. 


SPLITTING OF FINGER TIPS 

To tHe Eprror:—A contractor, when obliged to 
handle lumber for several days, experiences dry- 
ness and painful splitting of his finger tips. All 
the proprietary remedies he has tried have been 
of no benefit. Can you suggest anything to al- 
leviate this problem? The handling of lumber is 
an occasional necessity in his work. 

D. J. Mariea, M.D., Fostoria, Ohio. 


ANsWER.—The report submitted suggests that 
this patient has a contact dermatitis or dermatitis 
venenata of the tips of the fingers. This may have 
resulted because of an acquired sensitivity to the 
lumber he handles. It is possible, also, that there 
may be associated mechanical factors, such as rub- 
bing of the finger tips on the boards when they 
are handled, particularly if the surfaces are rough. 
It is assumed that there are no other skin lesions, 
but other body areas should be examined, par- 
ticularly webs of toes, soles, groins, and gluteal 
clefts. If there is evidence of skin inflammation in 
any of those areas, the possibility of trichophytosis 
with secondary trichophytid lesions on the fingers 
should be considered, although the history does not 
suggest that likelihood. Assuming the condition to 
be a contact dermatitis, protective dressings, cold 
cream applications, and instructions regarding pre- 
cautionary measures at work should suffice for 
clearing up this condition. If, however, the derma- 
titis increases in severity in spite of precautionary 
measures and bland protective ointment, the work 
should be changed. The patient should be seen 
promptly by a dermatologist if the measures sug- 
gested are not effective in correcting the dermatitis. 


ALCOHOLISM 
To THE Eprror:—Please give information on hos- 
pitals or institutions where formal training in the 
treatment of alcoholism can be obtained. 
Thomas E. Fulghum, M.D., Augusta, Ga. 


AnsweER.—This consultant does not know of any 
hospitals or institutions where training in treatment 
of alcoholism can be secured. Requests for accept- 
ing physicians, rehabilitation counsellors, psychiat- 
ric social workers, and psychologists on a training 
basis in state facilities are frequently received, but, 
since these facilities are not organized as training 
centers but rather as service centers for alcoholics 
and their families requesting assistance with drink- 
ing problems, they are unable to provide such 
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training. At a recent meeting in Washington with 
representatives from the National Institutes of 
Health and from the National Institute of Mental 
Health, this question was discussed and a need for 
training facilities for professional people interested 
in the problem was recognized. The present sys- 
tem is to select new employees with as much care 
as possible and then to give them on-the-job train- 


ing. 


CEREBRAL EMBOLISM 

To THE Eprror:—A 45-year-old man collapsed, with 
a loss of consciousness. Two days previously he 
had collapsed, without loss of consciousness, and 
had experienced a benumbed feeling of weak- 
ness on his entire left side. He had had a head 
cold for which nose drops containing ephedrine 
were used rather frequently. Forty-eight hours 
after using the drops the patient suddenly col- 
lapsed while at work and was admitted, to a hos- 
pital, in a comatose state, with working diagnosis 
of auricular fibrillation and cerebral embolism. 
The diagnosis was based on an abnormal electro- 
cardiogram tracing. X-ray showed a cardiac-tho- 
racic ratio of 14 cm. to 30 cm.; right ventricular 
hypertrophy is minimal. There is indentation of 
the left ventricle (enlarged left auricle) by the 
esophagus. The impression given is of mitral 
stenosis. Did the nasal medication, more partic- 
ularly the ephedrine, possibly play any part in 
causing the cerebral embolism? 

A. V. Spaeth, Cleveland, Ohio. 


Answer.—Much study and attention have been 
given to the problem of causation or precipitation 
of embolism to the brain. In general, the specific 
embolic episodes seem unrelated to exogenous fac- 
tors. Under the circumstances described, with the 
lapse of 48 hours from the use of ephedrine to the 
cerebral ictus, the relationship with the ephedrine 
certainly could not be established. In all probabil- 
ity, therefore, the cerebral embolus cannot be re- 
lated to the use of the ephedrine. 


TEACHING OF HYPNOSIS 
To tHe Eprror:—Please give information on an 
ethical manner for teaching of hypnosis. 
F. P. McNalley, M.D., Clayton, Mo. 


ANsweER.—Any course dealing with hypnotic tech- 
niques should not primarily stress the induction of 
hypnosis, since this is a relatively simple manner 
which requires little technical skill and little train- 
ing. Some work on what can best be termed the 
motivational bases of human behavior seems to be 
a prerequisite. Any training should include not on- 
ly techniques of induction but also indications and 
limitations for its use within the specific area in- 
volved. Precautions and potential dangers should 
be stressed. All such training should be under re- 
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sponsible medical (or dental) direction. Any use 
of hypnotic techniques should be for purposes 
within the area of one’s specific specialty or usual 
medical practice and should not be beyond the 
range of his ordinary competence. 


BROWN SUGAR 


To tHE Eprror:—Is the ordinary brown sugar 
bought in the stores perfectly safe to be eaten on 
dry and cooked cereal, that is, eaten as bought? 


Philip G. Kitchen, M.D., Pocono Lake, Pa. 


ANsweR.—Brown sugar is simply a partially re- 
fined white sugar. The sucrose content of brown 
sugar used in commerce ranges from about 85 to 
90% and the mineral content from about 0.5 to 2%— 
the darker the color the less sucrose and the higher 
the mineral content. These minerals consist chiefly 
of calcium, phosphorus, and iron. This consultant 
is unaware of any evidence indicating that brown 
sugar, as purchased in the store, is not safe to eat. 
It has a characteristic taste which some people 
prefer and contributes small amounts of some of 
the minerals, as indicated above. Brown sugar may 
be used as is ordinary white sugar. 


VITAMIN 

To tHE Eprror:—Has vitamin B,, in gelatin any 
real advantage over the usual preparation given 
by hypodermic injection in treatment of per- 
nicious anemia? M.D., North Dakota. 


ANSWER.—There is no established advantage of 
vitamin Bj» in gelatin over the conventional vita- 
min By, preparations given parenterally. Experi- 
ence and experimental studies have shown that 
vitamin Bj,» is stored in the body to the extent 
that an injection every three or four weeks pro- 
vides adequate maintenance therapy in pernicious 
anemia. 


PROFESSIONAL LIABILITY 


To THE Eprror:—A surgeon and an anesthesiologist 
recognize a situation which might possibly give 
rise to the filing of a claim for professional liabil- 
ity. The patient has consulted an attorney, but 
nothing more specific than that has yet occurred. 
Is there anything the surgeon and anesthesiolo- 
gist should do at this stage? _M_D., California. 


ANsweER.—There are two things which should be 
done immediately by each of them. First, they 
should give a full and complete report of the en- 
tire occurrence to the company, or companies, 
which are carrying their professional liability in- 
surance. Second, they should make a full and 
complete report of the situation to the proper in- 
dividual in their county society so that the matter 
can be referred to the Malpractice Review Com- 
mittee, or whatever similar committee exists in 
their locality. 


TABLETS 
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eastern Ohio; salary range $12,720 to $15,120; attrac 
tive residency at reasonable cost; eligible for Ohio li- 
cense; Apply: Director, Ohio Department of Health, 
Columbus, Ohio. Cc 


NEUROSURGEON WITH THREE YEARS FORMAL 
training to serve as Chief Resident Neurosurgical Serv- 
ice Charity Hospital New Orleans, must be able to 
do major surgery; stipena $300 per month: position 
available July 1, 1958. Direct inquiries to; Dr. Dean 

. 1516 Jefferson Highway, New Orleans, 
Louisiana. c 


WANTED — PEDIATRICIAN & GENERAL PRACTI- 
tioner; clinie group in northern Indiana, close to 
Chicago; salary open. Box 5458 C, % AMA. 


W YORK MEDICAL EXCHANGE 
Fifth Avenue (Opposite Public Library) 
ists 


Special in Selection Since 1926 


(Continued on page 75) 
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“This substance [Vitamin 
oe has added greatly to the 


safety of anticoagulant therapy” 
# reverse anticoagulant-induced hypoprothrombinemia 


VITAMIN Kj 


the only available preparation chemically identical with naturally-occurring vitamin K;... 
“has a more prompt, more potent and more prolonged effect than the vitamin K analogues’ 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg» initially; 15 to 25 
mg. for more vigorous action. Intravenously, for antigoagulant-induced bleeding 

& emergencies, 10 to 50 mg.; may be repeated as indigaited by prothtombin time 
fesponse. (Some clinicians advise their patients té Keep a supply of tablets on 
hand at all times; if gross bleeding occurs, the pafierfts“are instructed to take 
10 mg. and phone the doctor.!) 


Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each i-cc, ampul con- 
tairis 50 mg., boxes of 6 ampuls. 


Other indications: To normalize prothrombin time—before surgery, in 
obstructive jaundice, hepatic disease, impaired gastrointestinal absorption, 
deficiency of yitamin K in the newborn, and following the administration 
of antibiotics, sulfonamides, and salicylates. ‘Mephyton” is a valuable 
addition to the physician's bag for emergency use. 


(=) MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a treca-mark of MERCK & CO., inc. 


1. Wright, I. S.: Early use of anticoagulants in treatment of myocardial infarction, J.A.M.A. 163: 918-921, March 16, 1957. 
2. Council on Pharmacy and Chemistry: New and Nonofficial R di Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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74 
to achieve oral 


repository therapy 


= (DURABONDED) ~ 


f 


All Synatan products incorporate the 
DURABOND® PRINCIPLE—a true 
repository technic for prolonging thera- 
peutic effects from a single dose of oral 


medication. In Durabond a large molec- | 
ular weight polyvalent base acts as a 


bonding agent and releases medication 
uniformly, gradually, over a prolonged 
period, independently of intestinal mo- 
tility, specific pH or any other physio- 
logic factors, which may vary from 
patient to patient. Durabond employs 
no enteric coatings, waxes, resins or any 
other ‘‘drug traps.’’ The amount of drug 
given is the amount released . . . all is 
available for absorption. There are three 


dosage forms of Synatan to meet the vary- | 


ing needs of your patients. 


Synatan /or control of appetite and mood | 


Each Synatan tabule contains: 

Tanphetamin (d-amphetamine tannate)......... 17.5 mg. 
in a protocolloid complex. 
Indications: obesity; premenstrual, menopausal and post- 
partum depressions; neurasthenia; fatigue due to second 
anemia and other chronic illness; geriatric depression; al- 
coholism and drug-induced drowsiness. 
Dosage: 1 or 2 tabules at 10 a.m. for —; ‘ec, For pre- 
scription economy, prescribe in bottles of 50. 
Also available as SECO-SYNATAN (Synatan with secobarbital 


35.0 mg.) for control of appetite and mood in emotionally dis- | 


TONICS AND SEDATIVES 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


During a recent midwestern flood a 
cameraman of one of the television net- | 
works reported the following story. 

He was in a rowboat along with volun- | 
teer rescue workers. They spied a man | 


perched on top of an almost completely | 
| submerged car crying, “Help! Help!” 


J.A.M.A., April 26, 1958 


“We'll be there in a minute!” shouted | Hi 


| one of the volunteers. “Take it easy. You're | 
O.K.” 

“I know,” was the answer. “But my wife 
is in the car.” 

The private eye was hired by a doctor 
to follow a patient who behaved in a very 
| peculiar fashion. Every day at the same 
| time, the patient would stick his head into 
the reception room and ask the nurse how 
many were ahead of him. When told, he 
would say, “I'll be back.” 

But he would go off not to return until 
the following day at the same time. 


... for adequate 


“Your wife.” 


| trying to read the newspaper. However, he 
| had waiter trouble. "With the delivery of 
'each course the waiter would engage the 
gentleman in conversation. Finally, com- 
pletely exasperated, the customer called 
for the proprietor. 
“I’m trying to eat in peace and read my 
| paper, and this waiter talks, talks, talks.” 
The proprietor shrugged. “What can I 
do. It’s a free country. The constitution of 
the United States allows a man to talk as 
much as he wants.” 
“The U.S.,” replied the customer reach- 
ing for his coat, “has a stronger constitu- 
‘tion than I have.” 


Poetry Corner 


turbed patients, and as SYNATAN FORTE (Tanphetamin 26.25 | 


owed form of Synatan for greater anorexic 


ion and mood control. 
For further information on Synatan Products phone your 


pharmacist. 


Irwin, Neisler 4 Co. Decatur, Iilinois 


| There once was a maid with such graces 


to me, 
Invested in all the right places.” 


(Continued on page 76) 


The private eye followed the man and 
reported back. “He went to see a lady.” | 
“What lady?” asked the doctor. | 


The gentleman was dining alone and | 


That her curves cried aloud for embraces. | 
“You look,” said McGee, “like a million | 


preparation prior to 
proctosigmoidoscopy’ 


FLEET® 


ENENMA 
Disposable Unit 


also for pre- and post- 
operative cleansing, 
and as an effective 
routine enema in 
hospital or home 


Anatomically correct rectal 
tube? extends just past the 
internal anal sphincter, min- 
imizes injury hazard. Each 
unit contains, per 100 cc., 
16 Gm. Sodium Biphosphate 
and 6 Gm. Sodium Phos- 
phate in hand-size ready-to- 
use plastic squeeze bottle 
with pre-lubricated tip. 


1. Crumpacker, E. L., et al., AMA 
Arch. Int. Med., 98:314. 


2. Palmer, E. D., “Clinical Gastro- 
enterology” Hoeber-Harper. 


Cc. B. FLEET CO., INC. 
Lynchburg, Virginia 


also makers of 


OIL RETENTION ENEMA® 
(FLEET) 


| 
| PHOSPHOSSODA 


(FLEET) 
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without 


both mind \ impairing 


mental or 
physical 
efficiency 


» well suited for 
prolonged therapy 

well tolerated, 
relatively nontoxic 

« no blood dyscrasias, 
liver toxicity, 
Parkinson-like syndrome 
or nasal stuffiness 


and muscle 


2-methy!-2-m-propy!-1,3-propanedio! dicarbamate 
TRANQUILIZER WITH MUSCLE-RELAXANT ACTION 
Supplied : 
| THE ORIGINAL MEPROBAMATE 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 
Usual dosage : 
| @Y WALLACE LABORATORIES | One or two 


"NEW BRUNSWICK, NEW JERSEY | 400 mg. tablets t.i.d. 


+ + 
| DISCOVERED & INTRODUCED BY 


Ee LG 


Two-dimensional 
treatment 


Because it replaces half control with full control. 


Because it treats the whole menopausal syndrome. 
Because ove prescription manages both the 


psychic and somatic symptoms. 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 


MILTOWN® (meprobamate, Wallace) 400 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate. 
Conjugated Estrogens (equine) 0.4 mg. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 


Samples and literature on request. 


Milprem: 


MILTOWN® 
A Proven Tranquilizer 


CONJUGATED ESTROGENS (EQUINE) 
A Proven Estrogen 


® 
Wj WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


*TRADE-MARK 


: 
f 
the 
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(Continued from page 72) | 


CALIFORNIA PHYSICIAN WITH LICENSE TO 
practice medicine in California; experience in indus 
trial medicine; may contact Mrs. Norman Flau, 1046 | 
Lovola Avenue, Chicago, Illinois, by mail for an inter 
view: lease available on premises at 822 N. Garey, 
Pomona, California. Cc 


ANTED — BOARD CERTIFIED PATHOLOGIST — 
“te full time hospitai practice in professional care 
program of the Miners Memorial Hospital; starting 
compensation $20,000; progressive pay scale. For de- | 
tails address: The Clinical Director, Miners Memorial 
Hospital 1427 Street, N. W., Wash- | 
ington, c 


GENERAL PRACTITIONER WANTED TO JOIN 3 
man group in north central Nebraska town of approxi 
mately 2,200; salary for one year and then opportu 
nity for “partnership: will consider person just finishing 
internship or one with some surgical training or ex 
perience. Box 5869 C, % AMA 


INTERNIST—AS STAFF PHYSICIAN, fers MEDI- 
cal service; 1,065 bed hospital with 270 bed medical 
and surgical service, Veterans Administration salary 
and prerequisites ; citizenship required. Apply: Manager, 
veterans Administration Hospital, Lebanon, 
vania. 


PHYSICIAN FOR STAFF OR DIRECTOR, 
ttudent Health Service; state university; four phy 
clans; teaching opportunities if desired; Florida ti 
cense not required; possibility immediate or July ap 
poutment. Contact; Acting Director, Florida State Unt 
versity, Tallahassee, Florida ‘ 


INTERNIST — CALIFORNIA SPECIALTY GROUP 
seeks internist; certified or eligible: under 45: quar- 
antee $12,000 against percentage while establishing; 
pleasant city near Los Angeles. Helen Buchan, Conti. 
nental Medical Bureau, Agency, 510 W. 6th Street, 
Los Angeles 14. Cc 


FLORIDA- 


GENERAL PRACTICE PHYSICIAN TO ASSOCIATE 

th general practitioner; Mariemont, Ohio; outskirts 

of Cincinnati; good remuneration; eventual equal part 

nership; hospital facilitios above average; excellent 
opportunity. Box 5660 % AMA 


INTERNIST—FULL TIME: IN VERY ACTIVE 300 
bed general hospital; wanted August |; stimulating 
environment; all service chiefs Board Certified. Con- 
tact: Manager, Veterans Administration Hospital, Wil- 
mington, Delaware. c 


ANESTHESIOLOGIST 200 BED COMMUNITY HOS 
pital associated with SO man medical specialty group; 
surgical cases exceed 5,500 annually; will pay travel ex 
penses for interview. Write: C. Warner Litten, Box 
1388, Fargo, North Dakota 4 


INTERNIST—FULL TIME: IN VERY ACTIVE 300 BED 
general hospital; wanted August |; stimulating en- 
vironment; all service chiefs Board Certified. Contact: 
Manager, Veterans Administration Hospital, Wilming- 
ton, Delaware. Cc 


WANTED -GENERAL PRACTITIONER WITH FLOR 
ida license to associate with 48 year old general practi 
tioner; southeast Florida city; no investment; reply full 
details, military service and any other pertinent in 
formation. Box 5875 ©, % AMA 


PEDIATRICIAN — BOARD CERTIFIED OR ELIGI- 
bie; Oklahoma; seven man _ clinic; three other spe- 
cialties represented; salary first year then partnership. 
For details, address: Administrator, Chickasha Hos- 
pital, Clinic, Chickasha, Oklahoma. Cc 


WANTED—SPECIALISTS, PEDLATRICLANS, CARDI 
ologist, orthopedist; urologist; for elinie midwestern 
city; prefer certified men able to head departments hos 
pital; also openings other specialists interested group 
practice, Box 5892 C, % AMA. 


GENERAL PRACTITIONER — CALIFORNIA; PRE- 
ferred area near San Francisco: join tong established 
doctor on salary leading to permanent and good future 
Helen Buchan, Continental Medical Bureau, Agency, 
510 W. 6th Street, Los Angeles 14 Cc 


WANTED ORTHOPAEDIC SURGEON; TO WORK 
with four man group in midwest; surgical Board mem 
bers; doing large volume; orthopaedic surgery and gen 
eral surgery; excellent experience; good salary, depend 
ing on qualifications. Box 5874 ¢ AMA 


PATHOLOGIST—CALIFORNIA LICENSED: ASSOCI- 
ate with established diplomate; salary leads to associa- 
tion partnership. Helen Buchan, Continental Medical 
Bureau, Agency, 510 W. 6th Street, Los Angeles 14. C 


YOUNG, BOARD ELIGIBLE ASSOCIATE IN THE DE 
partment of Otolaryngology and Broncho Esophagelogy: 
Write to F. W. Davison, MD, Geisinger Hospital, Dan 
ville, Pennsylvania. c 


GENERAL PRACTITIONER-—TO ASSOCIATE WITH 2 
man partnership in Ilineis; no investment; own brand 
new building; early partnership available; good hos 
pital facilities; salary $11,000. Box 5870 c, % AMA 


PHYSIATRIST NEEDED 
TO DIRECT DEPARTMENT 


of Physical Medicine and Rehabilitation 
in a large general hospital; department 
includes a large physical therapy section 
and a small newly formed occupational 
therapy section, with four full time, one 
part time phy sical therapists, and one full 
time occupational therapist: physician se- 
lected becomes a member of the active 
medical staff; he will be expected to par- 
ticipate in the hospital's teaching pro- 
ram; financial arrangements are open. 
or further information, please address 
inquiries to: 


John C. Mackenzie, MD, Di 
TOURO INFIRMARY 


3516 Prytania Street New Orleans, Lovisiana 


Your own personally designed 
case history forms at just about 
stock form prices. 


You design your form in rough 
pencil sketch — we refine it to a 
finished product. 


Only we, the makers of famous 
“Histacount” products, have the 
know how and organization to 
render this service at such low 
prices. 


You must be satisfied, or your 
money back — no obligation. 


SEND SKETCH FOR QUOTATION OR, 
ASK FOR FREE WORK SHEETS AND 
INSTRUCTIONS — NO OBLIGATION. 


WRITE TODAY! 
PROFESSIONA 


| TUBERCULOS! S: Med Dir; 
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SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ANESTHESIOLOGIST: assoc. in 560 bed hosp; East; 
present Chief plans to retire in a few mos. & Assoc. 
to job; should have interest in tehng; 


tart plus % 
asst. ME MEDICAL DIRECTOR: w/some formal trng in 
adm; Hawaii; $15,000 
DIRECTOR MED. EDUCATION: ige. MW gent hosp, 
fully appr. within easy reach of advance work; ample 
paced & civic activities; can be either Internist or 
Surg 
ENT: pho " qual. to perform newer types of ear & nasal 
surg; rapid oe area in East w/plenty to do; 
$16,000 & bon 
GENERAL PRACTICE: w/opptny assist in surg; sal Ist 
yr—then guar plus %; no investment req; 3 man Gro; 
newly constr, air- cond, well equip 
pany from hosp; MW city of over 100,000, not too far 
m Chgo; center of rich agricultural & ty “area 
INTERNIST: (a) pref w/sub-trng in allergy or hema- 
tology; clin; Ky; 2nd in dept; real potential for top- 
noten man; $1000 net start; can expect $30-$35,000 
w/in 2-3 yrs (b) to become prtnr of Surg; Minn: 
$12,000 ist yr w/prtnrshp at end of that time (c) to 
assoc w/Cert Internist & Cert Surg w/intent of even- 
tual Jabot A Chgo suburb: moving into own med 


bidg 58 

NEUHUSURGEON: (a) to form & hd dept in lige MW 
orp est in "14 in Univ center ; good hosp facil (b) assn 
on prtnrshp arrangement; % will depend on qual; 

riz; doc is affiliated w/8 hosp 
: 13-man clin; Ky own ‘of 56.900; $15,000 ini- 
tially & other benefits; prtnrshp 2nd y 

EDIST: Chief going Dept; excel $20,000 

ist ; prtarshp 2nd yr; offers lifetime assn 

Pats OGIST: (a) asst; $25,000; East (b) Director of 
Lab & Coordinator of intern Educational Program 172 
bed Rene soon to increased to 238 beds, loc in 
ae residential section of MW city. $18,000 per year 

ar plus % of net income. 

PEDIATRICIAN: (a) Ige MW clin; college twn, to $12,- 
000; opptny for study & resrch (b) Clin; Ky; unusual 
opptny; % of profits ist yr w/min guar of $15, 
but actual earnings can exceed this figure; full prtnr 
after | yr (c) 8-man clin est 1! yrs; city of 16,000; 
close univ assn; not less than $1000—more depend 
on bekgrnd & expe: 

full time; Co. Mental Hith. Bo'd; East; 
$15 rly increments 

RADIOLOGIS : (a) asst Cert man; guar of $18,000; 225 

ent hosp: MW progressive indus city (b) assoc; 

osp & office pract; must be qual in isotopes & 

MUST have Fia license; to $15,000 ist yr w/grad 


MW Univ of 6000 students; full 
time; about $10 

SURGEON: pref w ieub- trng in either chest or vascular 

(40 yrs) 12-man grp; mountainous re- 

on w/fishin 


incum- 
bent retiring; 5-days; “furnished hse 


avail 


salary open; 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


OP. ponte NITY AWAITS OTOLARYNGOLOGIST OR 
EE in association with ophthalmologist in booming 
Florida community; basis either salary, percentage or 
independent practice. Write: Box 5876 C, % AMA 


WANTED — YOUNG; CERTIFIED OR ELIGIBLE 
pediatrician; small group specialists Rucky 
Mountain Area: 15,000 population; early availabij:ty 
preferred. Box 5561 C, %o AMA. 


WANTED YOUNG PHYSICIAN; INDUSTRIAL 
pharmaceutical and chemical companies and hospitals; 
psychiatrists, anesthesiologists. Medical Personnel 
Agency, 7 East 42nd St., New York, New York. Cc 


WANTED DOCTOR FOR PRIVATE CAMP IN 
northern Michigan; June 25th to August 20th; good 
accommodations. E. V. Tomlinson, 16174 Glastonbury 
Road, Detroit 19, Michigan c 


ANESTHESIOLOGIST WANTED TO ASSOCIATE 
with small group of anesthesiologists in moderate size 
California city; excellent Opportunity and a very pleas- 
ant practice. Box 5824 C, % AMA 


OPPORTUNITY FOR OPHTHALMOLOGIST IN 
dustrial city of Colorado. For details write: Box ese * 
MA 


INTERNIST — BOARD OR BOARD ELIGIBLE; FOR 
three man clinic in south central Kansas ; excellent 
financial arrangements. Box 5883 % AMA 


WANTED—BOARD CERTIFIED PEDIATRICIAN FOR 
full time practice in eastern Kentucky; $18,000 
to start. Box 5532 C, %e A. 


PSYCHIATRISTS AND RESIDENTS - GRACIE 
Square Hospital, a 232 bed private psychiatric hospital 
now under construction in east Midtown Manhattan 
will have complete psychiatric, medical, and surgica! 
facilities for the active, comprehensive treatment of all 
psychiatric disorders; completion scheduled for about 
October, 1958; prefer applicants with New York licen 
sure; approval of residency training program is ex 

<1; salaries individually arranged. Write: Leonard 
n MD, 132 ‘East 72nd Street, New York 21, 
New York. Cc 


WANTED PSYCHIATRISTS; WARD PHYSICIANS; 
mental hospital in Tennessee having affiliations with 
local medical schools and hospitals, psychiatric train 
ing or experience desired; but not required; salary 
range $7,220 to $10,320 with complete maintenance; 
scaled according to qualifications; 25% additional if 
have Board certification; vacations, sick leave, retire 
ment and social security benefits; residence for family 
immediately available. Apply to: O. S. Hauk, MD, su 
perintendent, Central State Hospital, Nashville, Ten- 
nessee. c 


(Continued on page 78) 
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Note: 
Lotion is 
especially 
effective in 
hairy areas 
and tissue 
folds 


Chemical inc. 


_ NEW.YORK 23 + LOS ANGELES 46 - In Canada: 2765 Bates Road, Montreal 


ION are INTERLACED 


9 


/n Dermatoses and 
Otitis Externa.... 


NEO-CORT-DOME 
foome 


LOTION PH4.6 


Acid Mantie®—Hydrocortisone—Neomycin 


provides enhanced topical benefits 
in antiinflammatory, antipruritic, 
antiallergic and antibacterial action. 


' 
tour Restores normal skin acidity 


Supply: 42% or 1% Hydrocortisone with 5 mg. per gm. 
Neomycin Sulfate in 4% 0z., 1 oz., 2 02., 4 oz. squeeze 
bottles. (%2 oz. size has special soft plastic tip for easy 
application of contents into external ear in otitis externa.) 


Samples and literature available on request. 


on 


A look inside 


medical research 


“WARD 


BY JAMES HOWARD MEANS 


R™ now—in the near and far corners of the world—men 
and women are alive because of a tiny research ward at 
the Massachusetts General Hospital. Unknown to the world at 
large, Ward 4 is one of those quiet rooms where medical his- 
tory is made—a place where patients with incompletely under- 
stood disease offer themselves as basic research material. Here 
are the actual experiences of the doctors and patients whose 
triumphs—and tragedies—have made Ward 4 a forward out- 
post in man’s flight against disease. $4.50 


Through your bookseller, or from 


HARVARD 
UNIVERSITY PRESS 


J.A.M.A., April 26, 1958 
TONICS AND SEDATIVES (Continued) 


An oyster from Kalamazoo 
Confessed he was feeling quite blue. 
“For,” he said, “as a rule 

When the weather gets cool, 

I invariably get in a stew.” 


The Greatest Gift 


Robert Burns once said that the greatest 
gift that God could give was to see our- 
| selves as others see us. Here are some 
| anecdotes that typify how the patient sees 
| the doctor. 


It happened in a hospital room. A wife 
| sat by her husband’s bedside just before 
| the operation. “We owe them 25 dollars 
| for the room and add 50 for the nurse, 300 
| for the doctor, and 400 for the surgery.” 
| “Listen,” she reassured him. “With all 

that we owe them, they won't let you die.” 

The patient walked into the doctor’s of- 

fice and started talking. “Doctor, when I 
| have had a headache I’ve taken aspirin. 
| Whenever I’ve had a cold I've gotten into 
| bed and taken lots of juices and hot tea. And 
| whenever I’ve had stomach trouble I’ve 
| taken bicarbonate of soda. Have I been 
doing the right thing?” 

“You sure have,” said the doctor. “$10 
please.” 


Quotes of the Week 


Many a man gets hot from an overheated 
conversation. 

Suggested epitaph for a be-bop musi- 
cian: This time he’s really gone. 

Tommy Manville has an altar-ego. 

A gentleman friend of ours says he can’t 
get along with his wife because she un- 
derstands him. 

7 

They call television a medium because 
so little of it is rare or well-done. 

The trouble with some marriages is that 
while they are saying “I do” they are look- 
ing around the church to see if they can 
do better. 

A famous Hollywood star once said, 
“Every time I meet a girl either she’s mar- 
ried or I am.” 


I know he had a lot of dames on a string, 
but that one should be on a leash. 


(Continued on page 80) 
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for pain...as effective as codeine 
without codeine’s liabilities 


NON-NARCOTIC 
Potently Analgesic 


Effectively Anti-inflammatory 


CG 


2 ZACTIRIN tablets are equiva- 
lent in analgesic potency to % 
grain of codeine plus 10 grains 
of acetylsalicylic acid. 


Supplied: Distinctive, 2-layer yellow-and- 
green tablets, bottles of 48. Each tablet 
contains 75 mg. of ethoheptazine citrate 
and 325 mg. (5 grains) of acetylsalicylic 
acid. 


Wyeth 


Philadelphia 1, Pa 
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Eliminate 


PINWORMS 
ROUNDWORMS 


% PIPERAZINE 


‘ANTEPAR’ SYRUP 


Piperazine Citrate, 100 mg. per ce. 


‘ANTEPAR’ TABLETS 


—Piperazine Citrate, 250 or 500 mg., scored 


‘ANTEPAR’ WAFERS 


—Piperazine Phosphate, 500 mg. 


Literature available on request 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 


(Continued from page 75) PSYCHIATRIST--BOARD CERTIFIED OR ELIGIBLE; 
assistant to director of new children’s g 
_— in Baltimore metropolitan area; eligible for aryvlanc 
portunity license; program affiliated with Johns Hopkins and Uni- 
to develop in professional care program of 10 Miners psychoanalytic 
Memorial Hospitals; full time positions with starting = 
compensation at the rate of $12,000 per year; progres- Reidy, MD, | Director of Child Psychiatry, Departmen 
sive pay seale, for appointment July 1. 1958: eligibil- of Mental Hygiene, 2218 N. Charles Street, Baltimore 
ity for te gin = Maryland. c 
inia require or details, address: e Clinica - =; 
Footer, Miners Hospital Association, 1427 Eye Street. TWO PHYSICIANS WANTED — TWO FULL TIME 
N. W., Washington, D. C. Cc teaching positions in Chicago under foundation aus- 
pices; applicants should have completed military service 
PHYSICIAN — INTERESTED IN PULMONARY DIS- and internship; liberal salary according,.to preparation 
eases for 170 bed state supported tuberculosis hospital ; in (1) internal medicine or in (2) psychiatry; appli- 
established 2 years; active surgical program; out patient cants please state fully their preparation and specialty 
service, x-ray and laboratory; consultants in all interests. Box 5840 C, % AMA. 
branches; U. §S. citizenship and Alabama Medical 
License or eligibility theretore required; salary $8,500 PSYCHIATRISTS WANTED—SALARY $7,5 70 TO $12,- 
to $9,500 depending on qualifications; quarters to be 685 depending upon qualifications ; 25% additional if 
made available. Apply: Medical Director, Sixth Dis- Board Certified; not to exceed $13,760; approved three 
trict Tuberculosis Hospital, 800 St. Anthony Street, years psychiatric residency in conjunction with North- 
Mobile, Alabama. é western University; hourly commuting distance Chicago; 
citizenship required. Write: Manager, Veterans Admin- 
GENERAL PHYSICIANS — UNDER 45 YEARS OF istration Hospital, Downey, North Chicago, Illinois. C 
age; full time practice in municipal hospital limited : 
to treatment of medical and surgical emergency cases WANTED — FAMILY PHYSICIANS FOR MEDICAL 
and acute communicable disease patients; salaries from groups in New York City affiliated with a prepaid —_- 
$10,097 to $10.765 for 40 hour week with additional ical plan; two years residency in medicine or its equiv- 
payment for employment beyond 40 hour week if desired; alent required; starting income $10,000-$12,000. W rite 
civil service appointment; pension; vacation. Dr. E. R. to: Dr. Howard Brown, Health insurance Plan of 
Krumbiegel, Miivaukee Health Department, City Hall, Greater New York, 625 Madison Avenue, New York =, 
Milwaukee 2, Wisconsin. c New York. 
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Medical 
Bureau 


900 North Michigan Avenue Chicago 


aseesee: (A60) Board surg. or ob-gyn; gyn dept. 
teh’g & research mare: a vol gyn cancer; duties: 
clinical, research, te 
ATION: Ass’t med. dir., 450 bed 
B; duties include dir, res prog; outside US. 
ANESTHESIOLOGY : (Bi4) To org., dir anes group, 
estab later school of anes; 450 bed gen hosp affil med 
school; fee-for-serv. or sal plus fee-for serv; E. 
ASSISTANTS: (C25) By GP; summer months; Alaska 
(C26 rhe Board internists; Chicago suburb. 
DERMATOL GY: (D25) Newly created post, dir. dept, 
excel. group, 22 man, all Board or elig; coll. town. 


Wis. 

GENERAL PRACTICE: (F52) Ass'n, well estab group: 
new med bidg with all mod conveniences; full partner 
oppor; Calif; min. $12,000. (F53) Ass'n, small clinic: 
small resort town, Lake Champlain Canadian French 
area, Vermont; Canadian able to talk Canadin French 
elig; $10-$15,000. (F54) Ass'n, surg. well estab. coll 
town, SW; $24.000. 

FOREIGN: (BB2) Phy. int. in practicing in tropics, qual. 
in surg; cone gen pract; well equipped 250-bed hosp: 


staff of 9 MDs. 

INTERNAL MEDICINE: (H5!) Qual. chest diseases or 
allergy; 14 man group; plans completed for 18 men. 
new cl. bidg; oppor. partner after 2 yrs; Pac 
(H52) Ass'n, 14 man group estab 35: city, 

NW Texas; recent grad. pref; partner oppor. 
Ass'n, diagnostic clinic, major co., NYC; ; 
career post. (H54) Ass'n, community clinic supervised 
& my by MDs: excel. 250 bed een, hosp; town 
,000, 18 miles from univ. city; So: 000 
: (E88) Oph; 30 man group estab. re med. schi 
olty, SW. (E89) Chief, dept etc, new clinic & 
hosp serving Ige area; $20-$25.000: So. (E90) 
(¥87) Ass'n, Board NS; partner 


Cal 
TRICS-GYNECOLOGY: (370) Ass'n, {4 man 
group, all Board; town 15,000, drawing area, 60,000. 
2 Calif: partner after tst yr. (171) 
group; res. town, 40 miles from NYC 


Ass an 

“ontHoPEDICS: (E21) Head dept, 8 man group; partner 
op school Texas. (E22) Ass'n, priv 
pract town. N. J; 35 miles, NYC; $20,000. 

PATHOLOGY: (L36) Chief & assoc; former should be 
qual to attain professional rank; 450 bed tch’g —_ 
MW. (L37) Dir. dept, 275 bed gen hosp. JCAH; 
operations, major indus co; min $20,000 iped. 

ax free) family mtce 

| PEDIATRICS: (M47) Head new dept, 8 man group; re- 
sort town, Pac. NW: full ee within 3 yrs pro- 
viding income $25-$30,000. (M48) Ass'n. 23 man 
group serving com. 50.000, NY; partner oppor. 

P Ass't by Board NP: busy 

town on Long Island Sound: $25.00 

RADIOLOGY : (R1i2) Chief dept, 275 bed gen. —_ 
$6, rad. procedures, 1957; tch’g prog; bidg prog 
includes new x-ray dep 

SURGER (U83) Ass'n, Board surg. FACS; gen sure 
pract sal beyond |-man state; univ med center, So 

UROLOGY: (W22) Chief A assoc: new gen. hosp serving 
indus area; $20-$25,000 & $16-$20,000 resp. if Board: 

So. 


| Please ‘send for our Analysis Form. Booth 300, American 
College of Physicians. Atlantic City. 


Burneice Larson oirector 


| PSYCHIATRIST WANTED FOR EMPLOYMENT 
with United States Government desiring position 

| clinical setting to assist head of staff; 
Qualified applicants; salary $10,965 to $12 

ing upon qualifications; include 
sional background in initial reply 


GENERAL PRACTITIONER WANTED TO JOIN ES 
| tablished eastern Ohio group of young specialists and 
| general practitioners; full partner from start, no invest 
| ment; democratic, academic atmosphere; start at $12, 
000-$15,000 net; annual vacation, study time without 
| loss of income. Box 4848 ©, % MA. 


ASSOCIATE WANTED OTOLARY NGOLOGIST; EX 
cellent salary leading to early partnership for wel! 
trained man; to work with Diplomate and FACS in 
300 bed approved hospital; suburban Pittsburgh, Penn 
sylvania; al! phases of the specialty; ea nate age, qual 
ifications, and availability. Box 5828 C AMA 


WANTED YOUNG ASSOCIATE IN DEPARTMENT 
of pathology, Geisinger Memorial Hospital and F 
Clinic; Certified or Eligible to be Certified in 
ologic anatomy and clinical pathology Please 
directly to; T. K. Hepler, MD, Geisinger Memoria! 
Hospital and Foss Clinic, Danville, Pennsyivania ‘ 


MEDICAL DIRECTOR—UNDER 45 YEARS OF AGE 
to supervise treatment of medical and surgical emerg- 
ency cases admitted to Johnston Municipal Hospital: 
salary $10. 765 to $12,102 for 40 hour week; civil serv- 
ice appointment; pension; paid vacation. Dr. E. } 
Krumbiegel, City Hall, Milwaukee 2, Wisconsin. Cc 


GENERAL PRACTITIONER TOWN OF 1,600 IN 
White Mountain area of New Hampshire; unopposed 
semi-industrial practice; open staff new hospital 20 
minutes distance; excellent skiing, hunting, fishing and 
golf; equipped office with x-ray; doctor left to special 
ize. Box 5688 C, % AMA. 


PHYSICIANS WANTED TO WORK WITH PSYCHI 
atric patients in 2,400 bed hospital; suburb Chicago; 
salary ranges $7,570 to $12,685 depending upon qual 
ifications; Northwestern University affiliate; citizenship 
required. Write: Manager, Veterans Administration 
Hospital, Downey, North Chicago, Illinois. c 


BOARD QUALIFIED INTERNIST JOIN 
surgeon ; HMlinois city o 45,000 ; new air-conditioned 
$12,000; early 

partnership; no investment. Box 5758 C, % AMA. 


(Continued on page 82) 
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like the 200d taste 


of new, orange-fiavored 


... 


Oral Suspension 


CosA-TETRACYN for Oral Suspension provides: Un- 
excelled height of tetracycline blood levels, unex- 
celled consistency of high tetracycline blood levels 
—plus taste-tested orange flavor to delight patients 
young and old. 

In 2 oz. bottles containing 1.5 Gm: (125 mg. per 5 cc. 
teaspoonful when reconstituted). 

Also available: Cosa-TETRACYN Capsules, 250 mg. and 
125 mg. *Trademark 


References: Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 
(Feb.) 1958. Shalowitz, M.: Clin. Rev. 1:30 (April) 1958. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. A enti 
Division, Chas. Pfizer & Co., Inc. ( Pfizer) 
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In travel 
sickness 
in children ece 


Dramamine 


brand of dimenhydrinate 


no matter what the patient's 
condition...Dramamine can 
be easily administered 


Prevent—or treat—travel sick- 
ness, and its accompaniment of 
nausea, vertigo and vomiting, 
with Dramamine. Your young 
patients will readily accept tasty 
liquid Dramamine if they cannot 
swallow tablets. Ifthe oral route 
is impractical, Dramamine par- 
enterally (ampuls) will bring 
quick relief. 


the antinauseant in 


3 dosage forms for children 


Tablets * Liquid * Ampuls 


SEARLE 


TONICS AND SEDATIVES (Continued) 
Anecdotes 


Two old friends met in the street. “Joe,” 
objected Jack, “the auto accident was a 
long time ago. You’ve been out of the hos- 
pital for almost a year now. Isn’t it about 
time you threw away those crutches?” 

Joe shrugged. “My doctor says yes, but 
my lawyer says no.” 

Two assassins were waiting in ambush 
for a royal personage. They had hidden 
themselves near a spot where the prince 
passed every day at aoon. Noon of this day 
came and went but the victim didn’t ap- 
pear. Growing uneasy, one whispered to 
the other, “I can’t understand why he 
didn’t come. I hope ‘he didn’t have an 
accident.” 

e 

A gentleman was stopped on the street 
by his friend and asked if his wife had 
recovered from her operation. 

“No, she’s still talking about it.” 

Jim came to visit his friend at the hos- 
pital. 

“I didn’t know you had appendicitis,” 
he said. 

“I didn’t,” confessed Henry. “But I had 
to run into my doctor's office to use the 
phone and how could I leave without buy- 
ing something.” 

+ 

A general in Russia was reviewing his 
troops and said to a soldier, “How are 
things?” 

“I can’t complain.” 

The general retorted, “You bet your life 
you can't.” 

A caterer on the East Side in New York 
noticed that the same little man had at- 
tended every affair he’d had at his place. 
Finally, he walked out at one affair and 
said, “Are you on the groom’s side or the 
bride’s side?” 

“T’m on the groom’s side.” 

The caterer said, “Well this happens to 
be a confirmation party so get out of here.” 


Tuckahoe, New York 


Official A.M. A. Auto 
INSIGNIA 


Distinctively the sign of a 
licensed practitioner of medi- 
cine. Embodies the Aescula- 
pian staff, the green cross, 
the initials “M.D."" in du- 
rable hard-fired vitreous en- 
amels and gildine metal. Copy- 
righted, numbered, registered. 
Attaches to edge of license 
plate with clamp bracket. Sold 
to A.M.A. members only. Price 
$3.50. ( Complete.) 

American Medical Association, 535 N. Dearborn St., Chicago 10 


“It’s odd how things turn out—I was all 
set to dislike you!” 
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for respiratory and urinary infections . . . you can prescribe 
no safer or more effective sulfonamide preparations 


for adults 


new Sul-Spantab* 


sustained release Tablets 


Sablosky—on ‘Sul-Spantab’ Tablets: ““The inherent prop- 
erties of SETD (rapid absorption and excretion, high 
solubility, low acetylation, and a wide bacteriostatic range) 
combined with the sustained-release design (maintaining 
relatively constant drug levels in the blood) tend to insure 
[well-tolerated] and rapid antibacterial therapy.” 


Sablosky, L.: A Clinical and Laboratory Evalua- 
tion of Sulfaethylthiadiazole (SETD) in Sustained- 
Release Dosage Forms, Antibiotic Med. & Clin, 
Therap. 4:729 (Nov.) 1957. 


Sul-Spansion” 


sustained release Liquid 


Dougan—on ‘Sul-Spansion’ Liquid: “... the sustained 
release liquid form of SETD, by virtue of producing con- 
tinuous therapeutic blood concentrations of the drug, is an 
effective form of treatment for acute and chronic bacterial 
infections, and can be used in place of the more potent 
antibiotics.” 

Dougan, H.T.: The Use of a New Sustained Re- 


lease Liquid Antibacterial Agent in Pediatrics, 
Virginia M. Month. 85:15 (Jan.) 1958. 


Smith Kline & French Laboratories, Philadelphia 


first ¥ in sustained release oral medication 


*Trademark for sustained release sulfaethidole (sulfa- 
ethylthiadiazole or SETD), S.K.F. 
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more 
accurate 
diagnosis 


THE NEW 
ALL-NEW 
BIRTCHER 300 


Tachycardia, encountered in children and 
frequently in the aged, makes electrocardiograms 
difficult or impossible to read. The double speed 
feature of the new Birtcher 300 Electrocardiograph 
makes reading these, and all other traces where 

a double magnification of the horizontal is desirable, 
more accurate. Dual speed is just one of 19 
engineering achievements found in the Birtcher 


300... a result of more than 
to the manufacture of the finest medical 
electronic equipment. 


FULL COLOR BROCHURE 
Fill out the coupon or attach it to 
your prescription blank for our new 
full color brochure illustrating 19 
engineering achievements found in 
the new Birtcher 300 Electrocardio- 
graph. No obligation. 


THE BIRTCHER CORPORATION Dept. 


22 years devoted 


immediate delivery 


AMA-458 


4371 Valley Blvd., Los Angeles 32, California 


Send me descriptives detailing the engineering achievements 


THE BIRTCHER CORPORATION 


in the new Birtcher 300 Electrocardiograph. 


Los Angeles 32, California Dr. 


Address 


City 


Zone. State 


(Continued from page 78) 


GENERAL PRACTITIONERS INTERESTED IN PSY- 
chiatry; vacancies exist for several full time physicians; 
energetic and willing to learn at Veterans Administra- 
tion Hospital, Chillicothe, Ohio; located forty miles 
south of Columbus. Write; Manager. Veterans Admin- 
istration Hospital, Chillicothe, Ohio. Cc 


G PRACTITIONER—NEW_ CLINIC; FOREST 
Pa 20 miles north Cincinnati; 3,000 population 
teed Fn to 50,000; new air- conditioned office, resi- 
dence; hospital privileges; part-time specialists: good 
poate: future partnership available. Box 5749 
C, % AMA. 


DERMATOLOGIST WANTED — BOARD QUALIFIED; 
prefer recent graduate or one finishing training this 
June; busy office with Board dermatologist in large 
midwestern city; university dermatologic training center; 
salary $12,000 per year with one month’s vacation. Box 
5796 C, % AMA 


LICENSED PHYSICIAN FOR SMALL SELECT BOYS 
camp in Maine for eight weeks beginning June 30th; 
excellent recreational ilities; salary for eight weeks 
is $500 plus maintenance; doctor-nurse team accept- 
able; nurse salary is $400 for eight weeks. Box 5739 C, 


RADIOLOGIST--ASSOCIATE IN ACTIVE HOSPITAL 
and office practice; central New _ Salary leading 
to partnership. Box 5848 C, % AMA 


LOS ANGELES AREA—PSYCHIATRIC VACANCIES 
in new VA hospital+, affiliated with 3 medical schools; 
opportunity for individual and group therapy and 
research; salary $8990 through $12, ORS. plus 25% spe- 
cialty allowance. Contact: Manager, VA Hospital, 
Sepulveda, California. Cc 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs; many full and part time opportuni- 
ties available including associations, industry and all 
specialties. Call or write: Garland Medical Placement, 
Washington Street, Chicago, Illinois, Andover 


WANTED—BY JULY IST; SURGEON; BOARD CER- 
tifled or Eligible; full time hospital practice; assist in 
direction intern and resident program ; $12,000 annually ; 
accredited county hospital; 150 beds. Address: Admin- 
istrator, Pima County Hospital, Tucson, Arizona. Cc 


INTERNIST WANTED — TO TAKE OVER ESTAB- 
lished office; rapidly growing southeastern Florida 
coastal area; only investment required is purchase of 
fully equipped office; including diagnostic x-ray unit; 
satisfactory terms arranged. Box 5808 C, % AMA. 


OTOLARYNGOLOGIST — BOARD OR ELIGIBLE; TO 
be associated with busy Eye, Ear, Nose and Throat 
office located in the east; starting salary $21,000 yearly 

with saty partnership; give full detaiis. Box 5809 C, 


PHARMACOLOGY: 


| STUDENT HEALTH: 


urology: 
hsp; $2 


FORMERLY AZNOE'S 


Sra fl N. WABASH AVE. 
* ANN WOODWARD Ditectol. 


(i) With good exper Ige academic 
& able delegate omer very impor, 500 bd 
. 3 med schis; E. 
28 man orp, major specialties 
prog; 250 bd, full 
d, med schi affil’d hsp MW. 

ANESTHESIOLOGY (x) Dir dept, new gent hep. indus 
if Dipl, $20,000; increases; So. Eas 
DERMATOLOGY: G) Assn or prtnrshp w weil qual’d 

rm; indus & priv pract; oppor $12-18,000; at 

GENERAL "PRACTICE: (h) Assn, dual prtnrshp; FACS 

surg & well-qual’d GP; busy ofc, hsp, home pract 

surg); ige coll city, San Joaquin Valley, 

ali 

estab GP : 

lead’ to full prtnrshp, 3-5 yrs; So. 

orp, unit of arty “twn; $12,- 
INDUSTRIAL MEDICINE: (n) Dir impor indus clinic: 

or gross; shid be FACS; Ige 


his 

INTERNAL. MEDICINE: (t) Assoc w/FACS surg and 
GP, cl pract; 200 bd, fully apprvd hsp: $12-15,000 
excl potential—permanent assoc; sal %, 2nd yr; 
ige coli twn, MW. (u) Qual. GI; some trng rad: 3 
yee Bd qual specialists; $12,000 Ist yr, $15,000 2nd 

rtne 3rd; Fla. 

NEUROSUR ERY: (t) Assn w/outstand’g nerosurg, 
assoc prof, cl neurosurg, consultant, sev! hsp & busy 
Pract; excl finan arrngmts; oppor tchg; 

OALR: (w) Oph; assn w/Bd oph, on med schi staff, 7 
EeNaT busy pract; Boston vicinity. (x) Assn, dept 

3 man erp; own 200 bd hsp, fully apprvd; 
$15,000; 
: (d) Assn, 4 man orp (Ped, Surg, 2 GPs); sal, 


Assn 12 man orp: 
onTHOPEDICS: ns Hopkins Bd ortho, 
ACS; 6 man indus orp estab "37; $16,000 pilus own 
pri pract; indus city W. (e) Hd dept, * 
orp, now expand’g to 20; to $20,000 Ist yr; % 
nd yr; then full prtnr: MidSo. 

PATHOLOGY: (t) Supervise hsp-clinic lab in assn w/2 
Bd path; oppor tehg; resrch; vie Palo Alto, Calif; 
vossmencndea. (u) Join 2 outstand’g Bd path; priv 
= 250 bd hsp; 4 others & priv 

ab; Indiana. 

PEDiat ICS: (v) Assn w Bd ped, academy member, 
hd’g dept ped; 14 man grp, Dipis or elig: $18,000: 
prtnr, 2 yrs; twn 100,000, MW. (w) Assn, 2 Bd ped; 
man grp; expansion prog; new cl bidg; atrrac twn 

0,000, vic Bay area, Calif. 


(a) Area med dir; ethical div, _— 
co; dir cl studies, new prods; m servs; trng “ 
r to home ofc; 
E: (y) Dir dept, impor ortho chil- 
drens & adults hsp: to $18,000; pensible consultation, 
2 Ige facilities. 
$ Psy; assn, Bd psy; busy 2 man psy cl b. 
priv oract orp; sal plus % ist yr; then prtnr; twn 
Lake Mich (qa) Newro; int cl neuro; trnd’d ECG: 
orp, 60 specialists; many on med 
se 
RADIOLOGY: (u) Assn 2 Bd rad; very busy ofc & hsp 
pract; prtnrshp, 3rd yr; equal prtnr Sth yr; univ city 
250,000; vic Boston. (v) Assn 44 man orp (24 Dipls), 
‘or rad; financial arrngmts open; ige univ city, 
co-ed 


hsp, cl 
regular hrs—one 


(f) asst or assoc univ OY, 


univ of 3,800 students: mod infirmary, 40 
lab, x-ray; $10,000—12 months, 
month vacation: MW 

SURGERY: (i) Chief; depts, ige orp & hsp; Coal 
appt as asst prof; $15-20,000; West coast. (j) 
organ & head orp of 5-8 special ts 2 GP's in 50 ba 
ag hsp; ecl facils; $18,000 nereas’g with % 

10 $25- - ultimate ownership at no cost; SE. 

( Qual to hd dept: 20 specialists; own 

0,000, increasg $25,000; bonus; retirement 

prog; oppor tchg, resrch; MW. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AW INDIVIDUAL SURVEY FOR YOU 


We offer you our best endeavors—our integrity—our 62 
year record of effective pl 


STRICTLY CONFIDENTIAL 


PEDIATRICIAN—BOARD CERTIFIED OR ELIGIBLE; 
to join clinic of 37 specialists in midwest university 
city; five members in pediatric department; full mem- 
bership in three years; include professional data in 
first letter. Box 5666 C, % AMA. 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 

placements and hospitals and medical proper- 

. 405 E. Green Street, Pasadena, California, 

gad S. Broadway Street, Los Angeles 14, 
lornia. 


WANTED—GENERAL PRACTITIONER WITH ANES- 
thesia experience; seven man group practice; $12.000 
net salary guaranteed for first year; progresssive per- 
centage of profit until equa) share. Contact: L. H. 
Andrus, MD, 620 Broadway, King City, California. C 


WANTED — GENERAL PRACTITIONER; CLINIC 
grastiens West Virginia license required; hospital with 
privilege available; county seat; s ing salary 

one month vacation; early partnership. Box 

5736 C, % AMA. 


GENERAL SURGEON— 
group of young physicians ; 
ties; new building; St. Paul, 
ally, early partnership desired. Box 5709 C, 


TO JOIN GENERAL PRACTICE 
outstanding clinical facili- 
Minnesota; salary initi- 
Y AMA, 


(Continued on page 86) 


ce 82 J.A.M.A., April 26, 1958 
se | — OUR 62ND YEAR 
Woopwa 

SPEED 

; 

| 

‘ 

| 


gust 


Sarah Bernhardt as Hamlet 


IN ,SUBACUTE AND CHRONIC DERMATOSES 
(Regardiess of Previous Refractoriness) 


Hydrocortisone in Coal Tar Extract (TARBON!S®) Cream 


Topical hydrocortisone alone or other newer steroids alone often pro- 
duce dramatic but temporary results.1-3 TARCORTIN, however, adds 
greater permanence to initial success.2-3 The broader and more endur- 
ing results with TARCORTIN derive from the potentiating effect of its 
components —tar and hydrocortisone. 


PACKAGE: 7 gram and 1 ounce tubes. 
FORMULA: 0.5% Hydrocortisone in 5.0% 
Special Coal Tar Extract (TARBONIS) in a 
Greaseless, Stainless, Hydrophilic, Vanish- 
ing Cream. 

BIBLIOGRAPHY: 

(1) Welsh, A. L., and Ede, M.: Hydrocorti- 
sone Ointments: Their Rational Use in 


Dermatology, Ohio State M. J. 50:837 (Sept.) 
1954. (2) Clyman, S. G.: The Comparative 
Effects of Hydrocortisone and Hydrocorti- 
sone-Coal Tar Extract [Tarcortin] Creams 
in Atopic Dermatitis. Postgrad. Med. (Mar.) 
1957. (3) Abrams, B. P., and Shaw, C.: 
Atopic Dermatitis Treated with Tar-Steroid 
arcortin] Cream—A Case Report, Clin. 
d. 3:839 (Sept.) 1956. 


INDICATED WHERE INFECTION IS PRESENT OR ANTICIPATED AND FOR ORY, SCALY ECZEMAS 


N ew/ 


AN® SPECIAL COAL Tan OINTMENT 


e PACKAGE: 7 gram and 1 ounce tubes. 


5.0% spect Coal Tar Extract 
(TARBONIS). 


a REDD & CARNRICE efJerseyCity6, New Jersey 
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A new concept in antihypertensive 
therapy: concomitant use of an 
improved ganglionic blocking agent 
(‘Inversine’) and anew 
antihypertensive agent (‘Diuril’) for 


L ra 
for 
Hyp ertenslves 


In moderate, severe, and malignant hypertension, ganglionic blocking 
‘Inversine’ often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life. 


“When employed under carefully controlled conditions with adequate 
attention to proper regulation of dosage, mecamylamine | ‘Inversine’| may 
be expected to reduce blood pressure effectively and to ameliorate various 
manifestations of hypertensive-cardiovascular disease. These include such 
symptoms as headache, dizziness and vertigo, hypertensive encephalopathy 
and cerebral or subarachnoid hemorrhage, retinopathy, cardiac hyper- 
trophy, and, in some cases, cardiac decompensation.” 


Council on Pharmacy and Chemistry, New and Nonofficial Remedies: 
Mecamylamine Hydrochloride, J.A.M.A. 162: 1469-1471, Dec. 15, 1956. 


Now, concomitant use of a newly discovered antihypertensive agent 
(‘Diuril’) has been found to enhance the hypotensive effect of ‘Inversine’— 
while reducing the required dosage of ‘Inversine’ and often minimizing the 
serious side effects of ganglionic blockade. 
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‘Inversine’ 


MECAMYLAMINE HYDROCHLORIDE 
a greatly improved 
ganglionic blocking agent 


Unlike the other ganglionic blocking agents, ‘Inversine’ 
is not a quaternary ammonium compound. It is a secondary 


amine, and has significant advantages: 


e of the orally effective blocking agents, only ‘Inversine’ 


is completely and uniformly absorbed 


e it provides predictable, reproducible effects with 


minimal day-to-day fluctuations in blood pressure response 


e ‘Inversine’ is effective in low dosage 
@ permits convenient dosage schedules 


e usefulness not limited by development of tolerance 


e it has a gradual onset of effect, reducing the likelihood of 


sudden drops in blood pressure 


DOSAGE RECOMMENDATIONS 
New Patients 

1. Initiate ‘Diuril’ therapy 

‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 

2. Add ‘Inversine’ as follows: 

(‘Inversine’ is established in the same manner whether used 
with ‘Diuril’ or alone.) Recommended initial dosage is 2.5 mg. 
‘Inversine’ twice a day, preferably after meals. May be in- 
creased by 2.5 mg. at intervals of no less than two days until 
desired response is obtained. In severe or urgent cases, the 
increments may have to be larger or more frequent, with the 
largest dose given preferably at noon or in the evening. 
‘Inversine’ is extremely potent and should always be titrated 
according tothe patient's orthostatic blood pressure response. 


3. Adjust dosage of ‘Diuril’ for optimal response. 


Patients on ‘Inversine’ and/or 

other ganglionic blocking agents 

1. Initiate ‘Diuril’ therapy 

‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 


‘Diuril’ 
CHLOROTHIAZIDE 


new and unique 
antiby pertensive agent 


e provides basic therapy to improve and 
simplify the management of hypertension 


e often reduces dosage requirement of 
ganglionic blocking agents and other 
antihypertensive agents below the level 
of serious side effects 


e added to other antihypertensive agents, 
is often effective in controlling blood 
pressure of even highly resistant cases 


e smooths out blood pressure fluctuations 


e effectiveness not diminished by 
development of tolerance 


e well tolerated even at maximum 
therapeutic doses 


2. Adjust dosage of ganglionic blocking agent 
If the patient is established on a ganglionic blocking agent 
(e.g., ‘Inversine’) it should be continued, but the total daily 
dosage should immediately be reduced by as much as 25 to 
50 per cent. This will reduce the serious side effects often 
observed with ganglionic blockade. 

If other ailketaimaia agents are used, their dosage 
should be adjusted as indicated by patient response. 


3. Determine optimal maintenance dosage 

The patient must be observed frequently and careful 
adjustment of all agents should be made to determine 
optimal maintenance dosage. 


PRECAUTIONS: Side effects of ‘Inversine’ are essentially 
the same as those encountered with other ganglionic block- 
ing agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus 
may result if constipation is unchecked. Patients should be 
informed how to cope with postural hypotension should 
this occur. ‘Inversine’ is contraindicated in coronary insuf- 
ficiency, organic pyloric stenosis and recent myocardial 
infarction. 


SUPPLIED: ‘Inversine; tablets of 2.5 mg.and 10 mg. Bottles 
of 100. ‘Diuril} tablets of 250 mg. and 500 mg. Bottles of 
100 and 1000. 


Inversine 


MECAMYLAMINE HYDROCHLORIDE 


Diuril 


CHLOROTHIAZIDE 


mQo MERCK SHARP & DOHME, DIVISION OF MERCK & CO,, INc., PHILADELPHIA 1, PA. 


INVERSINE and DIURIL are trade-marks of MERCK & CO., Ime. 
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WANTED— INTERNIST; RADIOLOGIST; OPHTHAL- 
mologist by well established clinic in North Dakota; 
excellent facilities; early full partnership; professional 
- omen data requested in reply. Box 5379 C, % 


PHYSICIAN WANTED — TO ESTABLISH PRIVATE 


practice in obstetrics-gynecology; Board eligible or 
toard Certification required. Communicate with: Ad- 
ministrator, Lewistown Hospital, Lewistown, Pennsyl- 
vania. Cc 


DERMATOLOGIST WANTED — BOARD ELIGIBLE; 
opportunity to share building and laboratory ownership; 
prosperous growing Pacific northwest city; private prac- 
tice with established specialists; suite for lease. Box 
5852 C, % AMA. 


PSYCIIIATRIST TO JOIN 


ASSOCIATE WANTED — 
in flourishing 


established psychiatrist for office practice 


community and 40 bed private mental hospital in cen- 
tral Pennsylv: ania; no investment; attractive income. 
tox 5855 C, AMA. 


ORTHOPEDIST—CALIFORNIA LICENSED; EXPAND- 
ing group near San Francisco; under 40 preferred: per- 


manent; good future; Pacific Coast Medical Bureau, 
Agency, 1404 Central Tower Building, San =. 
ciseo 3. 


PEDIATRIC CARDIOLOGY 
salary $5,000; pediatric train 
Department of Pediatrics, 


CARDIAC FELLOWSHIP 
fellowship for July, 158; 
ing and citizenship required. 


University of Texas Southwestern Medical School, Dal- 
las, Texas. 
PEDIATRICIAN, OBSTETRICIAN - GYNECOLOGIST, 


internist wanted—Westchester County; excellent oppor- 
tunity for private practice uJ i idly growing commu- 
nity; 25 miles from New Y ity; new medical arts 


building. Box 5786 C, % AM nat 

WANTED—-GENERAL PRACTITIONER WITH ANES- 
the: xperience; seven man group practice; $12,000 
net salary guaranteed for first year; progressive per- 
centage of profit until equal share. Contact: L. H 
Andrus, MD, 620 Broadway, King City, California. Cc 

WANTED INTERNIST: BOARD CERTIFIED OR 
eligible; $12,000 with partnership third year; well estab 
lished practice; fully equipped suburban office, labora- 
tory, X-ray; city of 70,000; west Texas. Box 5859 C, 
% AMA. 


RADIOLOGIST WANTED—MISSOURI CITY; SERVE 
two hospitals; over $30,000 net income; start July 1, 
1958. Box 5863 C, % AMA 


GENERAL PRACTITIONER WANTED—35 OR UNDER; 
preferably with surgical experience; to be associated 
in general practice in the San Joaquin Valley, Cali- 


fornia ; salary first; partnership later. - Box 5779 Cc, 
% AMA. 


auto INSIGNIA 


The official A.M.A. auto insignia identifies the 
medical profession. It is the distinctive sign of 
a licensed practitioner of medicine. Green cross 
surmounted by crimson disk bearing gold- 
“M.D.” 
in durable hard-fired vitreous enamels and gild- 
ine metal. Attaches to edge of license plate with 
clamp bracket. Copyrighted, numbered, 
istered and available only to A.M.A. members, 


plated Aesculapian staff, and initials 


The price is $3.50 complete. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN + CHICAGO 10 


Please send me the A.M.A. auto emblem for only $ 
(CD Please bill me 


I enclose check 


NAME. 


reg- 


$3.50. 


ADDRESS. 


ZONE. STATE 


city 


jew... April 26, 1958 


INTERNIST —— BOARD ELIGIBLE OR CERTIFIED: 
four man group; rapidly growing town of 10,000; $1,000 
per month and percentage: inc.ude training, references, 
with application. Watson Clinic, Brookings, South 
Dakota. Cc 


GENERAL PRACTITIONER WANTED—TO TAKE 
over small town practice in northern Indiana: 50 
miles from Chicago; combined home and office; good 
hospital facilities; can gross $40,000 yearly; financial 
arrangements flexible. Box 5744 % AMA. 


PEDIATRICIAN — CERTIFIED OR ELIGIBLE; TO 
join six man group; several Certified in other special - 
rapidly expanding section southeast; mild cli- 
te; new clinic aga oppertunity for early part- 
nership. Box 5827 C, AMA. 
WANTED RESIDENT PHYSICIAN FOR 120 BED 
private psychiatric hospital; salary $400-$500 per month: 
position vacant Ist July, L958. Apply: Medical Director, 
Beverly Hills Sanitarium, 210 N. Westmoreland, Dal 
las 11. Texas 


WANTED BY JULY IST; INTERNIST; 
tifled or Eligible: full time 
direction intern and resident program; 
accredited county hospital, (50 beds 
istrator, Pima County Hospital. 


BOARD CER 
hospital practice; as n 
$12,000 annually ; 
Address: Admin 
Tucson, Arizona Cc 


sist i 


RADIOLOGIST MEDICAL SCHOOL POSITION: IN 


structor; beginning salar $6,000, Write: Director of 
Radiology, Jackson Memorial Hospital, Miami 36 
Florida. 


WANTED -GENERAL PRACTITIONER FOR PERMA 


nent position, industrial and private practice; house 
and office near large city; Rocky Mountain area. Box 
5845 % 


WANTED INTERNIST; BOARD CERTIFIED OR 
Board eligible tor industrial group; salary plus extras; 
Please give personal and professional data in first letter 
Box 1296, Miami, Arizona 


NOSE AND THROAT SPE 


OPPORTUNITY FOR EAR 
CIALIST building in midwest city of 
MA 


largest mer lic al 
oA 


300, Box 5844 0, 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
= the Council on Medical Education and Hospitals 

the A.M.A. Consult Council’s approved list 
» types of internships and residencies approved. 


RESIDENCIES IN PSYCHIATRY 
Griffin Memorial Hospital Three 
ing provides broad experience in 


CENTRAL STATE 
year approved train 
psychoanalytically oF 


jiented psychotherapy; psychotherapy supervision under 
accredited approved psychoanalysts; members of the 
International Psychoanalytical Association esidenes 
program offers training in admin ative psychiatry 
social rehabilitation, theory of psychoanalysis, child 
psychiatry; residential treatment for children adult 
out-patient service; elective courses in research meth 


odology ; psychological testing and group psychotherapy ; 
therapeutic psychoanalysis available with approved psy 
choanalysts; salary first vear $6,000; second year $7,000; 


third year $8,000; applications now being considered 
tor July 1, 1958. For details write to: Margaret Wett 
stein, MN, Director of Education and Research, 


Cen 


tral State Hospital+, Norman, Okalhoma 


PATHOLOGY RESIDENCIES—AVAILABLE JULY |, 
1958; 4 year approval pathologic anatomy; “em 
patholegy, 400 bed hospital*+ expanding to 
medical technicians training school; 200 
8,000 surgicals; 150,000 clinico-pathologic examina- 
tions; medical photography; staff of Board Certified 
chief pathologist and 2 assistant pathologists; bacteri- 
ologist; 3-4 residents; educational program; stipend 


$2,400 plus full maintenance including family. Appli- 
cants must be eligible for Oklahoma Medical license 
Apply: Leo Lowhbeer, D, FCAP, Hillerest Medical 
Center, Tulsa, Oklahoma. D 


ASSISTANT RESIDENT 
hospital opened tall 
future ap 
inpatient services 
attending staff in all 
qualified directors in 
adiology; internship approved 

general practice and in path 
from $525 per month, without main 
depending upon experience; foreign graduates 
Address: Director of 
Baptist Memorial Hospital*+, S800 
Florida. 


FLORIDA RESIDENT OR 


neral surgery in 272 bed private 
in being developed for 
department 
qualified 


; this residency 
and 
well 
with 
of pathology 


allowance 


tenance, 
with permanent visas considered: 


Medical Education, 
Miami Road, Jacksonville, 


| THREE YEAR APPROVED PSYCHIATRIC RESIDEN- 


university teaching hospital* + ; integrated training 
program; supervised psychotherapy seminars; lectures; 
research opportunities; psychoanalytic, psychosomatic ; 
social sciences approaches; opportunity for advanced ex- 
perience in child psychiatry: psychoanalysis; stipends 
3350, $4000, $4650, $5825, $6000. Contact: Dr. George 

Ham, Psychiatric Training and Research Center, 
North Carolina Memorial Hospital*+, Chapel Hill, 
North Carolina. Do 


cies; 


MEDICAL RESIDENCY AV ALL ABLE IN THE SAN 
Francisco-Oakland Bay ar three years approved ‘pro 
gram on a service consisting of 247 beds in a 712 bed 


general Veterans Administration Hospital with full con 
sultative staff and affiliated services in other hospitals 
the area; applicants must be U. 8. citizens and 
raduates of class A medic chool. Apply to: Director, 


Professional Services, Veterans Administration Hos 
pital+, 13th and Harrison Streets, Oakland 12, Cali- 
fornia, D 


IN SURGERY AVAILABLE JULY 1, 
ar levels in approved 4 year 
program ; 431 bed general hospital*+ fully approved for 
5 other residencies and 9 rotating internships; only 
graduates of approved medical schools eligible for li 


RESIDE NCLES 
at 2nd and 


censure in Connecticut considered; salary $250 and 
$275 per month plus maintenance for positions avail- 
able: Box 5867 D, % AMA 


(Continued on page 92) 
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hypersensitivity to 
animal dander... 
pollens...house dust 
foods...molds... 


NOW: 12 hours’ allergy relief 
in one tablet: new Clistin R-A 
12 mg. (Repeat Action)—excellent 
for nighttime use or for relief 

in stubborn allergies. 


Tablets Clistin, 4 mg. 


Tablets Clistin R-A | 
(Repeat Action) C [ | ST | N 
8 mg. (orange) and 


12 mg. (yellow) 
Elixir Clistin, 4 mg. 
per 5 cc. 


for “effective control of allergic symptoms 
with little risk of sedation’’* 


*Johnson, H. J., Jr.: 
Am. Pract. & Digest. Treat. 
5-862 (Nov.) 1954. 


Dosage Schedule For Children: Dosage Schedule For Adults: 


1 to 3 years—2 mg. ae. mild to moderate symptoms: 4 mg. 
3 to 6 years—2 to 4 mg. q.i.d. severe symptoms: 6 to 8 mg. 


Mc N E IL LABORATORIES, INC., Philadelphia 32, Pa. 
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DORBANT YL’ 

(danthrea -+- diecty! sodium itt 
PERISTALTIC STIMULANT + FECAL SOFTENER 

Gentle and effective in maintaining regularity during preg- 
nancy, DoapanrYt is particularly valuable after delivery: “All 
{postpartum patients] had spontaneous bowel movements after 
the second day without enemata.”* 


supplied: 
Doapantyt Capsules — danth (Donsane), 25 mg., and dioctyl 
sodium sulfesuccinate, 50 meg. 

Doamantyt Forte Capsules—cach equivalent to twe regular 

Capsules. 

Doasantyt Suspension—each 5-cc. tep.. orange-pineapple 

flavored, contuins danthron (Donsane), 25 and dicctyl 

sodium sulfosuccinate, 50 me. 

*Marks, M. M.: Clin Med, #:152, 1957. 


AND FOR GENTLE PERISTALTIC STIMULATION ALONE 


DORBANE’ 


For more rapid response or in occasional constipation, pre- 
seribe crystalline-pure a gentle evacuant without 
eathartic griping. 

Doanant Tablets, scored (75 mg. denthron), ead Suspension, orange 
flavored (37.5 mg. per 5-ce. tep.). 


BOMBANTY. AND DOPRANE ARE THE RESISTERED TRADEMARKS OF SCWEMLASS PHARMACEUTICALS. 
DORBANTY. FORMULA PATENT PENDING 


oh ScHENLABS PHARMACEUTICALS, IXc., New York 1,N.Y. 


WITH AUTHORS 
AND SUBJECTS . . . 


Divided into sections, one devoted to books and the 
other to periodical literature, the QUARTERLY 
CUMULATIVE INDEX MEDICUS contains, in its 
major part, a compilation of periodical references by 
author and subject arranged in one alphabet for easy 
use. The exact bibliographic reference is given under 
the author with the title in the original language, 
while titles under subject headings are all in English. 
Another volume is now available The index also includes a listing of journals, addresses 
and publishers. 


The QUARTERLY CUMULATIVE INDEX MEDI- 


YOUR CUS appears twice a year; volumes are cloth bound 

and cover periodicals received within the six months 

GUIDE TO indicated. These volumes are a convenient and inclu- 

sive reference for current medical literature. Invalu- 

CURRENT able for practitioners, specialists, teachers, editors, 
PUBLICATIONS writers, investigators, students and libraries. 


SUBSCRIPTION PRICE: 
$25 a Year 
Canadian and Foreign 
$27 a Year 
Single Volumes: 
Domestic, $15; Canadian and Foreign, $16 


MERICAN MEDICAL ASSOCIATI 


Bee 88 J.A.M.A., April 26, 1958 
. 
¢ 
umulative: 
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~ 


“Meprotabs” are new, coated, white, unmarked 400 mg. tablets 
of meprobamate. ® ‘“Meprotabs” are pleasant tasting, and easy to 
swallow. ‘*In this new form, the nature of medication is not iden- 
tifiable by the patient. ® ‘“Meprotabs” are indicated for the relief of 
anxiety, tension and muscle spasm in everyday practice. ® Usual 


dosage: One or two tablets t.i.d. “MI epr ot ab Ss 99 


WALLACE LABORATORIES, New Brunswick, N. J. ‘yl 2--propyl-1, 3-propanedio! dicarbamate) 


| 
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_ return this coupon with remittance 


right. 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN e CHICAGO 10 


Please ones my subscription to the specialty journal checked at 


Specialty 
MEDICAL 


Journals 


published monthly 


A. M. A. Archives of 

NEUROLOGY and PSYCHIATRY 
Covering results of experimental research and 
practice in mental disease. Foremost medi- 
cal men present Original Articles, Clinical 
Notes, Case Reports, News and Comment, 
Abstracts from Current Literature, Society 
Transactions. Book Reviews. $14.00 yearly. 


A. M. A. Archives of DERMATOLOGY 


Channeling to the physician authoritative, 


current information in cutaneous diseases. 
Stimulating Original Articles, Clinical Notes, 
Abstracts from Current Literature, Society 
Transactions, News and Comment. Book 
Reviews. $12.00 yearly. 


A. M. A. Archives of 
INDUSTRIAL HEALTH 

Reports of the continuing and important de- 
velopments in the field of medicine in indus- 
try. Original articles covering problems and 
day to day experiences of physicians in indus- 
try. An excellent abstracting service, addi- 
tional foreign journal abstracting and reviews. 
$10.00 yearly. 


A. M. A. Archives of 

INTERNAL MEDICINE 

Devoted to original investigations into the 
nature, diagnosis and treatment of disease. 
“Progress in Internal Medicine” regularly 
featured. Also Clinical Notes, Book Reviews, 
News and Comment. $10.00 yearly. 


A. M. A. Journal of 

DISEASES of CHILDREN 

Well attested, new ideas in Pediatrics. 
Throughout its Original Articles, Abstracts 
from Current Literature, Society Transac- 
tions, Reviews of latest books, Case Reports, 
News and Comment pulses advanced pedi- 
atric thought. “Progress in Pediatrics” is a 
frequent feature. $12.00 yearly. 


A. M. A. Archives of SURGERY 

Stresses end-results of surgical procedure, 
with consideration for operative technique. 
Original articles bring complete studies of 
large numbers of cases. Conclusions furnish 
background of sound knowledge for the spe- 
cific problem. Case Reports, Clinical Notes. 
$14.00 yearly. 


A. M. A. Archives of PATHOLOGY 
Conclusions of vital worth to researcher and 
practitioner alike through results gained by 
the laboratory worker. Original studies, with 
classification and comment. Case Reports, 
Laboratory Methods and Technical Notes, 
Book Reviews, Notes and News, General 
Reviews. $10.00 yearly. 


A. M. A. Archives of 
OPHTHALMOLOGY 

Important studies on the eye contributed by 
outstanding investigators. Practical hints in 
“Clinical Notes.” New discoveries discussed, 
forum fashion, in “Society Transactions.” 
Reviews, Abstracts from Current Literature, 
Book Reviews, News and Notes. $12.00 
yearly. 


A. M. A. Archives of 

OTOLARYNGOLOGY 

Results of intensive research furnished in 
Original Studies, in the regularly featured 
“Progress in Otolaryngology”; summaries of 
bibhographic material. Case Reports, Re- 
views, Abstracts from Current Literature, 
Book Reviews and Society Transactions con- 
tribute a strong pattern of specialized intor- 
mation. $14.00 yearly. 


Keep my name on list until 1 ask you to cancel. Remittance for 


U.B.A. & Outside 
Possessions Canada USA & 
APO's Possessions 
OA.M.A. Arch. Neurology and 
Psychiatry $14.00 $14.50 $15.50 
OA.M.A. Arch. Dermatology.......... 12.00 12.50 13.50 


one year Arch. Industrial Health... 10.00 10.50 11.50 
two years bis enclosed (A.M.A. Arch. Internal Medicine.. 10.00 10.50 11.50 
y' Jrl. Diseases of Children., 12.00 12.50 13.50 

Name OA.M.A. Arch. Surgery ............00. 14.00 1450 15.50 
Address A.M.A. Arch. Pathology 10.00 10.50 11.50 
OA.M.A. Arch. Ophthalmology...... 12.00 12.50 13.50 

City __Zone State OO A.M.A. Arch. Otolaryngology...... 14.00 14.50 15.50 
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for your patient who “stands out” 


(brand of phenmetrazine hydrochloride) 


specifically for weight reduction 


not an amphetamine, but an oxazine—Chemically different from the amphetamines, 
PRELUDIN effectively curbs appetite with little or no C.N.S. stimulation.'* 

assures progressive and continuous weight loss—Prevupin generally produces double the 
weight loss achieved by dietary means alone.'' 

minimizes nervous tension and jitters*—With PRELUDIN simultaneous sedation is not required? 


(1) Gelvin, E. P; McGavack, T H., and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 1956. (2) Natenshon, A. L.: Am. Pract. & Digest Treat. 
7 :1456, 1956. (3) Holt, J. O. S., Jr.: Dallas M. J. 422497, 1956. (4) Ressler, ( J.A.M.A. 165:135 (Sept. 14) 1957. 


Precupin® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


original silhouette hand cut by Mochi 


| | 
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sharply reduces disability in arthritis and allied disorders 


BUTAZOLIDIN’ 


(phenylbutazone GEIGY) & 
nonhormonal - anti-inflammatory - anti-arthritic 


In the treatment of arthritis and allied disorders with BUTAZOLIDIN 

‘*...decrease in stiffness and muscle spasm, and increased mobility...’ are 

noteworthy features. The improved function is quite often striking in degree 
...manifested, for example, in enabling the patient to discontinue the use of Z ' ARDSLEY, NEW YORK 
crutches?...and can usually be maintained for years.’ 4 
BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are 

urged to send for detailed literature before instituting therapy. 

(1) Toone, E. C., and Irby, R.: South. M. J. 50:655, 1957. (2) Platoff, G. E.: J. Michigan M. Soc. 

52:980, 1953. (3) Kuzell, W. C., et al.: New England J. Med. 256:388, 1957. 

BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 

BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; 

aluminum hydroxide 100 mg.; magnesium trisilicate 150 mg.; homatropine methylbro- 

mide 1.25 mg. eesse 
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5 SINGLE-INJECTION VD THERAPY 


+ Primary and early secondary syphilis: 
Injection BICILLIN, 2,400,000 units in single-dose dis- 
posable syringe 


“ Acute gonorrheal urethritis in the male: 
Injection BICILLIN, 300,000 units per cc. in a single dose; 
vials of 10 cc. 


INJECTION 

BICILLIN'’ 
LONG-ACTING Philadelphia 1, Pa. 
Benzathine Penicillin G 


(Dibenzylethylenediamine Dipenicillin G) 


Penicillin with a Surety Factor 


we 


pert 


| 
22 3957 
vy New Syphilis each yeat since 1946. the grand 
aeporved new casc® went . compare win cam — 
— 


J.A.M.A., April 26, 1958 


PATHOLOGY RESIDENCIES — APPROVED FOUR 
year program in pathologic anatomy & clinical pathol- 
370 bed general hospital. Write to: Director of 

lical Education, St. Mary's Hospital*+, San Fran- 
cisco 17, California. D 


RESIDENT IN PATHOLOGY; FIRST YEAR SALARY 
| l $325 with increases each year to $450; four year Board 
approval in both pathologic anatomy *nd clinical pa- 
thology; want only a first year resident; preferably in- 
terested in career of pathology, graduate of approved 
school only; 300 bed ultra-modern hospital*+ with 
ultra modern laboratory; two full time Board Certified 


pathologists plus two Board Certified consultants ; Ph. D. 


biochemist and Ph.D. microbiologist; 5,000 surgicals: 

180 autopsies; well organized teaching program; avail- 

ac S eSSe i} able immediately or July Ist. Apply: Grant Murphy, 
MD, Director of Laboratories, McLaren General Hos- 

D 


pital, Flint, Michigan. 


APPROVED THREE YEAR RESIDENCIES IN PSY- 
chiatry—New GM&S hospital+; well organized teach- 


e bd ing program; affiliated with Washington University 
School of Medicine; all types of psychiatric experience 
represented ; including supervised dynamically oriented 
psychotherapy, psychosomatic medicine, child guidance, 


etc; approved’ training in psychoanalysis available lo- 
cally; full time director of training is a member of 
he American Psychoanalytic Association; attractive 
Career Residency Program available; citizenship re- 
uired. Write to: Dr. Bernard A. Cruvant, Veterans 
dministration Hospital, 915 North Grand Avenue, St. 
Louis 6, Missouri. D 


® APPROVED ROTATING INTERNSHIPS AVAILABLE; 
one year internships starting July 1, 195 organized 
teaching program in departments of medicine, surgery, 
obstetrics, pediatrics, pathology and radiology : daily 
rounds are made with attending physician on the serv- 
ice; seminars in the various specialties held weekly; 
excellent emergency service; 325 bed general hospital 
with 15,000 annual admissions and 56% autopsy rate; 
midwestern town of 100,000 near state university; $250 


q (ALSEROXYLON) 0. monthly maintenance; apartments for married 
LONG-ACTING TABLETS CONTAINING PENTAERYTHRITOL TETRANITRATE (PETN) 10 MG. AND RAUWILOID® 0.5 MG. 


interns. Ap; : Chairman, Intern Committee, 
Luke’s Hospital*+, Cedar Rapids, D 


PEDIATRIC RESIDENCY APPROVED — AVAILABLE 
” = re July Ist; new pediatric unit to be opened at that time; 
FFECTIVE control of angina pectoris requires the several close with Medi- 
. re ° cal School and in proximity to niversity of California 
actions of Pentoxylon. In addition to sustained coronary Medical School; active pediatric service and out-patient 
department; special emphasis on heart disease and 
vasodilatation Pentoxylon provides relief of anxiety, a neuropsychiatric problems in children; salary $150 per 
ope . month and up depending on amount of previous train 
pleasant tranquilizing, fear-lessening effect, and a pulse- ing and marital status. Apply: Director, Mount Zion 

e ° ° . Hospital*+, 1600 Divisadero Street, San Francisco 15, 
slowing action, all desirable in present-day management of California. D 


the anginal patient. TWO YEAR AMA APPROVED GENERAL PRACTICE 
residency available bed general com- 
munity hospital*+ approved JCAH; active intern train 
¢ Reduces incidence of attacks ing program; suburban-rural area short distance to 
New York City; new building extension recently com- 
pleted with modern services including rehabilitation; 
« Reduces severity of attacks competent medical and nursing staff; salary $225 

monthly including maintenance; we require graduation 
from approved medical school and an approved intern 


i eed ship. Apply: Assistant — Somerset Hos 
< Reduces oF abolishes n for pital, Somerville, New Jerse D 


fast-acting ating drugs THREE YEAR APPROVED | 
dencies; 

i atient, out-patient department, child, forensic ond 

Reduces tachycardia experience; psychoanalytically ard so- 
: venient to various psychiatric training facilities; in- 

¢ Reduces blood pressure in hyper- cluding Institute for Psychoanalysis; resident under 
: : : supervision of attending psychiatric facilities of medical 
tensives, not in normotensives schoois in Chicago; U. S. citizenship required. Address: 
Louis Jensen, MD, Chief, Psychiatry Service, Veterans 

Administration Hospital +, Hines, D 


PATHOLOGY RESIDENT W: ARE 
openings now and in July at the Veterans Administra- 
¢ Produces demonstrable ECG tion Research Hospital for pathology residents; the 516 
bed hospital is affiliated with Northwestern University 
improvement Medical School and appointments are made through 
the Dean's Committee rotation 

through other hospitals affords wide flelds and experi- 
Dosage: One to two tablets ¢ Exceptionally well tolerated ence; excellent opportunities for research and academic 
id bef ls study with good remuneration. Inquire: Director of 

q.1.d. ore mea Professional Services, Veterans Administration Research 


and on retiring ¢ Minimal side actions Hospital, 333 East Huron Street, Chicago 11, Illinois. D 
PATHOLOGY RESIDENCIES—AVAILABLE JULY |, | 
1958; 4 year approval pathologic anatomy; clinical 


pathology; 400 bed hospital* + espana to 800 beds: 
medical technicians training schoo 


¢ Increases exercise tolerance 


8, surgicals; 150,000 clinico- pathologic examina- 
LOS ANGELES tions; medical photography; staff of Board Certified 
chief assistant path elogists; bacteri- 
ologist; 3-4 program: stipend 
 y plus full i inet mily. Apply: 
Leo Lowbeer, MD, FCAP, Hitterest "wedicat Center. 
Tulsa, Oklahoma. Do 


Vv ADMINISTRATION HOSPITAL, ANN AR- 


RESIDENCY IN ANES' SSIOLOGY — UNIVERSITY bor, Michigan, a general medical and surgical hospital ; 

» oli . rience t 3 of anesthesia: with the niversity o ichigan offering a fully ac- 

RESIDENCIES MENNINGER SCHOOL OF PSYCHIA- quate clinical experience in all phases of anesthesia; credited three year, well balanced didactic and seminar 


aMliation with Veterans Administration; Indiana li- 
cense required; starting salary $2700. V.'K. Stoeiting, program; opportunity for experience in an approved 


i ors ic: ‘enter*® new children’s residential psychiatric treatment center; 
matic therapies, outpatient and child MD, Indiana University Medical Center* +, OEM. must be an American citizen. Write: Paul M. Ireland, 


d Menninger Hospitals; lis, Indiana. MD, Manager, Veterans Administration Hospital, Ann 
fer Yer | RESIDENT ED GENERAL wos. | Arbor. chigan i 
A approved; not AMA approved ; ae. “ET 
istrar number; 25 miles north of Cincinnati; hospital now ex- | RADIOLOGY RESIDENCY AVAILABLE —650 BED 
s — enninger School of Psychiatry+, Topeka, —_ panding; salary $350; live in; $450 month live out. Ap- general hospital* +; midwest; complete three year resi- 
Administrator, Fort Hamilton Hospital, dent for board of large 
hio. new epartment including therapy an isotope divi- 
MEDICAL RESIDENCIES WI REE YE: AP- sions; complete teaching facilities; ff 
proval in 600 bed charity GENERAL PRAGTICE AND PATHOLOGY RESIDEN- Board Certified Fediolosists” and 30.108 
teaching program; full quota of twenty-two interns cies; two peat ai approved programs; $300 plus full main- examinations, and 2,142 therapy patients treated last 
starting July 1 and full complement residents in other tenance; 250 bed general hospital; fully accredited; 30 year; good private housing facilities available; stipends 
specialties; large and rapidly increasing charity out- miles from New York City. Apply: Administrator, Com- trom $325 to $400 per month. Apply: Box 5670 D, 
patient service with sub-specialties well represented; — Hospital*+, Glen Cove, Long Island, — % AMA. 
applications considered from graduates of approved . 
schools. Director Post Graduate Training; Tampa Gen- WANTED — RESIDEN FOr YEA APPROVED TWO YEAR GENERAL PRACTICE RESIDENCY — 
eral Hospital*+, Tampa, Florida. D in 5 4200 per Offered in a very active GP hospital; fully integrated 
maintenance; depending upon qualifications; 500 bed, program directed by Medical Educator, unique oppor- 
OPENINGS IN 18ST AND 2ND YEAR APPROVED modern chronic disease hospital. Apply: Superintend- 
pediatrics residencies; available now; others July 1, ck St. Barnabas Hospital+, New York 57, ne tenance and living’ facilities available for single ‘nen: 
1958; adequate salary; 800 bed medical school affiliated Ore. preference will be given to graduates of approved uni- 
county general hospital; located in greater Los Angeles INAPPROVE cE YE 2SSIDENCY — ONE IN versities. Apply to: North Detroit General Hospital+, 
near beach cities. Apply: L. A. West, MD, Medical Di- 3105 Detroit 12, Michigan, Attention; Mr. 
rector, Los Angeles County Harbor General Hoxpital* +, monthly stipend $250 plus full maintenance. Refer in- J. Hornstein, Director. D 
1124 West Carson Street, Torrance, California; U. 8. quiries to: H. D. Chieffo, MD, St. Francis Hospital*, “ 
citizenship required. D 25 Kast Hamilton Place, Jersey City 2, New Jersey. D (Continued on page 96) 
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TAKE A NEW LOOK AT ALLERGENS 
TAKE A LOOK AT NEW DIMETANE 


There is no antihistamine better than DIMETANE for allergic protection. DIMETANE 
gives you good reasons to re-examine the antihistamine you are now using: unex- 
celled potency, unsurpassed therapeutic index and relative safety...minimum 
drowsiness or other side effects. Has been effective where other antihistamines have 
failed. DIMETANE Extentabs® (12 mg.) protect for 10-12 hours on one tablet. Also 
available: Tablets (4 mg.), Elixir (2 mg. per 5 cc.). 

A. H. ROBINS CO., INC., Richmond 20, Virginia sala alt 


(PARABROM 
Ethical Pharmaceuticals of Merit Since 1878 ° 
*Typical Allergens: Animal Hair and Dander + Pollen + Molds + Bacteria Y oT 
and Viruses » Feathers + Insect Scales + Vegetable Fibers and Seeds h y 
Plant Juices » House Dust + Drugs and Chemicals + Minerals and Metals. Dp, 


J.A.M.A., April 26, 1958 


one MATERNIT 
tranquilization... 


| 
problems 
outweigh 


benefits? 


HALABAR eases emotional and skeletal muscle 
tensions, assuring pleasant relaxation. 


No instances of bizarre dreams, 

nasal congestion, skin rash, photosensitization, 
gastric hypersecretion, dryness of mouth, miosis, 
allergic reactions or liver damage have 

_ been reported. ECONOMICAL for long-term use. 


Halabar 


GENTLE, PREDICTABLE RELAXANT 


Each Halabar tablet (yellow) contains 
butabarbital, 16 mg.; mephenesin, 300 mg. 
Each Halabar No. 2 tablet (green) contains 
butabarbital, 28 mg.; mephenesin, 300 mg. 
DOSAGE: Usually one tablet after meals, 
and at bedtime if needed. “She wants to know if you give sample treatments.” 


CARNRICK 


G. W. Carnrick Company/ Newark 4, New Jersey 
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PAMPHLETS ON 


MENTAL 


Reprinted from 
Today’s Health 


‘Magazine 


EMOTIONAL HEALTH 
by T. R. RETLAW 
8 pages, 15 cents 
A discussion of release of tension through work and 
play. 


THE PSYCHIATRIST 
by EDW. DENGROVE, M.D. and DORIS KULMAN 
6 pages, 10 cents 


What he is, how he works, and what he can mean 
to you. 


EMOTIONAL ILLNESS 


by EDITH M. STONEY 
8 pages, 15 cents 


An explanation of the difference between functional, 
or psychosomatic illness, and organic illness. 


JOE’S NERVOUS BREAKDOWN 


by JOHN E. EICHENLAUB, M.D. 
6 pages, 10 cents 


A doctor tells the sufferer’s family how they can 
help when he comes home, how to deal with out- 
siders, why breakdowns occur, and how they can 
be prevented. 


HYPNOTISM—HUMBUG OR 
HEALING? by JAMES A. BRUSSEL, M.D. 

6 pages, 10 cents 
The truth is that it can be either, depending on who 
uses it, for anything in the hands of a phony is about 
as good as a three-dollar bill. 


Write to: Order Department 


American Medical Association 
535 N. Dearborn St. Chicago 10 


Emotional Illness—15c 

Emotional Health—15c 

( Joe’s Nervous Breakdown—10c 

[] The Psychiatrist—10c 

( Hypnotism—Humbug or Healing—10c 


Name 


Street 


City 


State 
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IDs Love 


“WORMS HATE 


No fasting * No special diets * No purging 


The new Piperazate Wafers, utilizing insoluble piperazine phosphate, provide 
short, pleasant piperazine treatment for intestinal helminths. For pinworm, only one 
dose a day for just one week is required; for roundworm, a single dose. 

Kids love the cool, tasty mint flavor of Piperazate Wafers. There is no possibility 
of spillage or variation in the size of the dose. And the use of Piperazate avoids the 
high incidence—35-50%—of nausea, vomiting and diarrhea which may be asso- 
ciated with gentian violet therapy.* 


Piperazate assures a 90% cure rate in one week's treatment of pinworm? and an 
85% cure rate in one day's treatment of roundworm.® 


One Week Dosage One Day Dosage 
for Pinworm for Roundworm 


Children 15-30 Ibs. . . . 1 Wafer Children 20-30 Ibs. . . . 3 Wafers 
Children 31-60 Ibs. ...2 Wafers Children 31-40 Ibs. .. . 4 Wafers 
Children 61 Ibs. Children over 40 Ibs. 

and over........ 4 Wafers and adults...... . 7 Wafers 
To be sucked or chewed before To be taken at one time on one 
breakfast for 7 consecutive days. day only. 


Piperazate Wafers 


piperazine phosphate, Leeming, 500 mg. 


Supplied: 1. Goodman, L., and Gilman, A.: Pharmacological Basis bg Therapeutics, 

; in packages New York, Macmillan, 1955, p. 1153. 2. Brown, H. W., al.: J.A.M.A, 
of 28 Wafers 161:515 (June) 1956. 3. Hoekenga, M. T.: World M. J. 3: 399 “(Sept.) 1956. 

*#TRADEMARK 


Shes. Leeming ¢ Cone 155 East 44th Street, New York 17, N. Y. 


(Continued from page 92) RESIDENCY — INTERNAL MEDICINE; 1,360 BED 

general hospital+; 3 year teaching unit; Baylor Uni- 

VACANCIES — SENIOR PHYSICIANS WITH MINI-* versity College of Medicine; female, private, out-patient 
mum of three years psychiatric experience; excellent medicine; includes all subspecialties under supe vision 
opportunities for advancement; salary range $7,320 to of Board Certified specialists; stipend $2,840 t : 
$10,200 depending upon applicant’s training and ex- radioisotopes, pulmonary function, research, etc; citi: 
perience; annual increments; nominal deduction for zenship required. H. D. Bennett, MD, Veterans Ad- 
complete family maintenance; fully approved large east- ministration, Houston, Texas. D 
ern mental hospital with three year accredited residence 
training progress; must be eligible for licensure in 


PATHOLOGY RESIDENCIES — ONE IMMEDIATE; 


Connecticut. Box 5798 D, % AMA. one July Ist; 600 bed general hospital*+ approved 
| for 4 year program; modern, well equipped laboratory; 
an unusual opportunity to combine research and pathol- 
re WANTED 4 PATHOLOGY RESIDENT; ogy training; good private housing facilities available ; 
or third and fourth year training toward Board Credit stipends from $325 to $400 per month. Apply: E. M. 
with appointment as assistant-pathologist-medical ex- Knights, Jr., MD, Director of Pathology, Hurley Hos- 
aminer with a beginning salary of $9,380 per year; pital Flint, Michigan. D 

U. 8S. citizenship and New York State license required. 
Victoria A. Bradess, MD, Pathologist-Medical Exam- w INE 
4 APPROVED RESIDENCY IN INTERNAL MEDICINE; 
iner, Westchester County Department of Laboratories q hospital+ affiliated with Johns Hopkins and University 
and Research, Grasslands Hospital*+, Valhalla, New of Maryland; housing available for single and married 
York. D residents; American ge pe required; salary Ist 
year $2,840, 2nd year $3, 3rd year $3,550. Apply to: 
PSYCHIATRIC RESIDENCY VACANCIES — AP- Chief, Medical Service, “Veterans” Administration Hos: 
proved three year residency in conjunction with North- pital, Perry Point, Maryland. D 

western University Medical School; extensive traini ’ , 
. program in clinical psychology, vocational counseling, | PITTSBURGH — PSYCHIATRIC RESIDENCIES: 2 
year approval; third year by arrangement with Univer- 
social service, and related fields; salary ranges from sity of Pittsburgh Medical School; opportunity for 


$2,840 to $3,550; and for career residents $5,915 to rsonal analysis ¢ , 

xists; begin at $5,000 and u fu 
$8,990; hourly commuting distance Chicago; citizenship se at $5.0 »ing 
a required. Write: Manager, Veterans Administration residency starts July Ist. Write: Superintendent, May- 

Hospital, Downey, North Chicago, Mlinois. Dd view State Hospital+: Mayview, Pennsylvania D 


J.A.M.A., April 26, 1958 


TWO GENERAL PRACTICE RESIDENCIES—AVAIL- 
able July 1, 1958; AMA approved near medical center; 
only graduates of approved medical schools will be 
considered; starting salary $225-$350; complete main- 
tenance; apartments available for married residents. 
gaia MacNeal Memorial Hospital*+, Berwyn, 
inois 


RESIDENCY IN INTERNAL MEDICINE—APPROVED 
250 bed general hospital+* in San Francisco; three 
year approval; large outpatient department and clinic 
service; stipend $325 per month first year; plus main- 
tenance. Contact: Educational Committee, St. Luke's 
Hospital, 1580 Valencia Street, San Francisco, Cal- 

ifornmia. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
ear active teaching program with unusually wide clin- 
cal experience; opportunities for clinical, teaching and 
research appointments in hospital*+ and medical col- 
lege after completion of training. Write: C. M. Land- 
messer, MD, Director of Anesthesiology, Albany Medi 
cal Center, Albany, New York. D 


MEDICAL NEUROLOGY — THREE YEAR RESIDEN 
cies approved by the American Board of Psychiatry 
and Neurology will be available July 1, 1958; the pro- 
gram is under the supervision of the Dean's Committee: 
U. 8. citizenship required. Address: Manager, Veterans 
Administration Hospital+, Hines, Illinois. Attention: 
Chief, Neurology Service. D 


RESIDENCIES- -PSYCHIATRY; 1,300 BED GENERAL 
hospital; three year approved program: affiliated with 
Baylor University College of Medicine; well rounded 
clinical and seminar program; annual stipend regular 
$2,840-$2,550; career, $5,914-$8,990. Write: Manager, 
Veterans Administration Hospital*+, Houston, Texas 


GENERAL PRACTICE RESIDENCY TWO FIRST 
year residencies in general practice available July 1, 
1958; fully approved 327 bed modern general hospital; 
integrated teaching program under direction of Medical 
Education Director. Address: Administrator, St. Vin 
cent’s Hospital*+, Erie, Pennsylv ania. 


WANTED — RESIDENT IN PATHOLOGY; 400 BED 
general hospital with active training program; AMA 
approved; Board Certified pathologist; salary $5,540 to 
$4,500. Apply: Bert E. Stofer, MD, Director of Labora 

550 North Hillside, Wichita 


tories, Wesley Hospital* +, 
6, Kansas 


UROLOGY—BECAUSE OF UNEXPECTED VACANCY, 
an appointment to the first year of our approved four 
year residency is available for July; no pyramid; gradu 
ation trom approved school and Illinois licensure re- 
quired. Apply: Medical Director, Michael Reese Hos 
pital* +, Chicago 16, Illinois. bd 


PATHOLOGY RESIDENCIES IN BAYLOR UNIVER- 
sity Hospital*+, Dallas, Texas; approved 4 years PA 
and CP under five Certified pathologists and several 
Ph.D.s; opportunity for research and advanced degrees; 
15-115 surgicals; 320 autopsies; $2,140 to $3,900 plus. 
Write: Dr. s. M. Hill for brochure. o 


ANESTHESIOLOGY RESIDENCY APPROVED TWO 
year residency; integrated with other teaching programs; 
available July 1, 1958; maintenance and stipend. Apply 
to: Daniel C. Moore, MD, Director of Anesthesia, The 
Mason Clinic and Virginia Mason Hospital* +, Seattle, 
Washington. D 


RESIDENCIES — MODERN 236 BED HOSPITAL; 
charity service and clinies; general practice 1-2 years; 
pathology 3 years; internal medicine; fuil time Director 
Medical Edueation; stipend $250 first year; $75 housing 
allowance. Write: Intern-Resident Committee, Cabell 
Huntington Hospital, Huntington, West Virginia D 


RADIOLOGY RESIDENTS FOR 300 BED GENERAL 
Medical and Surgical hospital*+ with three year resi 
am and university affiliation; ub 
additional benefits. Apply: ; 
ey, Professional Services, 
pital, Atlanta, Georgia. D 


AVAILABLE IMMEDIATELY — AVPROVED RESI- 
dency for Board Certification in pathologica) anatomy 
and clinical pathology at a university hospital*+ and 
medical schoot. Send replies to: Box 5696 D, So AMA. 


WANTED — PEDIATRIC RESIDENT; FOR 200 BED 
general hospitai*+ to begin July, 1958; service being 
developed for accreditation; participating in co-opera- 
tive plan with a fully aoproved pediatric service; par- 
ticulars will be supplied upon request; salary open. 
Box 5747 D, % AM 


ANESTHESIOLOGY RESIDENCY FULLY  AP- 
proved; two year program with excellent clinical ex- 
perience as well as integrated didactic lectures covering 
clinical and basic science material; applicants must be 
eligible for licensure in California. C. H. Gallup, MD, 

Highland-Alameda County Hospital*+, Oakland Db 


FULLY APPROVED OBSTETRICS - GYNECOLOGY 
residency—-320 bed non-sectarian, non-profit hospital+ 
California license or eligible; stipend $300. Apply 
E. C. DeLear, Assistant Administrator, St. Francis 
Memorial Hospital, 900 Hyde Street, San Francisco 9, 

California. dD 


RESIDENCY IN RADIOLOGY AVAILABLE JULY 1, 
1958, and January 1, 1950; large active service fully 
approved for three years of training in all phases of 
diagnostic and therapeutic radiology including radio 
active isotopes. Apply: Methodist Hospital of Brooklyn, 
506 Sixth Street, Brooklyn 15, New York. D 


ANESTHESIOLOGY RESIDENCIES—-AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD, 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. D 


216 bed modern al hospital+; AMA ap- 
et} ; stipend $250 monthly pius full maintenance ; 
broad experience available in all services. Apply: 
Chairman, McKinley Hospital, 
Trenton, New Jerse D 


ROTATING — APPROVED 250 BED 
general hospital*+ in San Francisco, with active 
teaching service, stipend $300 monthly and mainte- 
nanee; applicants must be eligible for California li- 
cense. Contact. Education Committee, St. Luke's Hos 
Dital, 1586 Valencia Street, San Francisco, California. D 


(Continued cn page 101) 
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help reduce iz help reduce 
the pressures the pressures 
IN your A ON your 
patients patients 


for total management 
of your hypertensive 
patients rely upon 


ow 


Squibb whole Rauwe'lfia Serpentina 
= 


Raudixin provides gradual, sustained lowerimg of Tranquilizing Raudixin helps relax the anxious 
blood pressure in hypertensive patients, ag well as” 4 ypertensive patient so that he is better able to 
a mild bradycardia. Hence, the work load of the ‘cm With.external pressures witneut being over- 
heart is reduced. helmed by. them, By eedueime these anxieties and 
tensions, Raudixin helps Break the mental tension 


.. often preferred to reserpine m private 
prep P —hypertension cydle. 


practice because of the additional activity 
of the whole root.” Dosag@s 100 mg. daily; may be adjusted 

within range of 50 to 300mg. Supply. 50 and 100 mg. tablets. 
Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. Bottles of 100, 1000 — a 


1S A SQUIBB TRADEMARK 


A 
4 
REND 
SQUIBB || Squibb Quality—the Priceless Ingredient 
1858 1958 : 


INDISPUTABLE POINTS 


titioner 179:465, 1957 
Naumann, D. E.: An ed. & 
4:166, 1957. 4. Kaplan, M. A., Dickison, H. L., 
Hubel, K. A., and Buckwalter, F. H.: Ibid. 
99, 1957. Prigot, Shidlovsky, B. A., 
and Felix, A. J.: Ibid. 4:287, 1957. 6. Pulaski, 
and Isokane, R. ibid. 4: 408, 1957. 
tnam, L. E.: Ibid. 4:470, Rie 8. Rein, 
Ibid. 4:422, 1957. 
and Casson, 

F Marth Ibanc at Encyel lopedia, N 
. Marti-Ibanez, ica c ia, New 
York, p. 397, 1i. Dube, A. H.: Ibid. p. 409. 

12. Hubel, K, A., Palmieri, B., and Bunn, P. 
Ibid. p. 443; 13. Ka lan, M. A., Albright, i. 
and Buck F. H.: Ibid. p. 415. 14. Portney, 

vsky, B. A., 

Felts A.J L: Ibid. 


REMEMBER ABOUT 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 
U.S. PAT. NO. 2.791.609 


1 . Tetrex requires no “activating additive” 


— it is purely tetracycline phosphate complex, with an inherent, 
chemically unique property for being rapidly and efficiently 
absorbed. 


Each Tetrex Capsule contains: 


Active ingredient: TETRACYCLINE PHOSPHATE COMPLEX, 250 mg, 
Excipient: Lactose qs (tetracycline HCI activity) 


Tetrex produces "peak high’ tetracycline 
serum levels 


— over 5000 human blood determinations after oral or intra- 


gle muscular administration have consistently demonstrated fast, 
high and prolonged serum levels in patients of all 
9,10, 11, 12, 13, 14,15 

[ 3 / Tetrex has an impressive documented 


record of clinical effectiveness 


— more than 170 million doses of tetracycline phosphate com- 
plex in 1957, with 5 published clinical reports by 9 investigators 
on 996 patients.*5:”-*'° Clinical evaluation: “should probably 
be considered an improvement over, and an ultimate replace- 
ment for, the older tetracycline hydrochloride.” '° 


BRISTOL LABORATORIES INC., Syracuse, New York 


‘ 


A NEW SERIES IN 


SEX EDUCATIO 


Titles in the new series 


PARENTS’ PRIVILEGE 
for parents of young children 
of pre-school and early 
school age 


®A STORY ABOUT YOU 
for children in grades 4, 5, and 6 


© FINDING YOURSELF 


for boys and girls of 
épproximately junior high 
school age 


® LEARNING ABOUT LOVE 
for young people 

of both sexes (about 16 to 

20 years of age) 


® FACTS AREN'T ENOUGH 


for adults who have any 
responsibility for children 
or youth that may create 

a need for an understanding 
of sex education 


prepared by 

; Prices of quantity orders of any Prices of quantity orders of SETS 

Marion O. Lerrigo, Ph.D. SINGLE title 
10.00 25 sets 45.00 
medical consultant 100 copies. ........... 35.00 157.50 


ORDER BLANK 
Prepared for the Joint Committee on Health Prob- 


lems in Education of the National Education Asso- Enclosed is $___—___ (no stamps) for the following pamphlets): 
ciation and the American Medical Association Title , Quantity 
1. PARENTS’ PRIVILEGE 
2. A STORY ABOUT YOU 
3. FINDING YOURSELF 
a 4. LEARNING ABOUT LOVE 
5. FACTS AREN'T ENOUGH 


Complete set of five 


distributed by 
Please send pamphlet(s) to: 
ORDER DEPARTMENT 
ame. 
AMERICAN MEDICAL ASSOCIATION Street 
535 N. DEARBORN ST. City. 
CHICAGO 10, ILL. 


y 
OL 
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(Continued from page 96) 


= PROVE A NCLES—INTERNAL MEDICINE; 
uly 1, 675 hed general hospital*+; 3 years; 

3355, $375, Ti05. Board Certified supervision, full time 

and AX... staff; isotope and cardiopulmonary lab- 

oratory; large clinie. Write: Medical Director, Orange 

County General Hospital, Orange, California. D 


RESIDENCY IN INTERNAL MEDICINE; BEGINNING 
July 1, 1958; three year training program approved by 
the American Medical Association and the American 
Board of Internal Medicine. Apply: Administrator, The 

Toledo Hospital, Toledo 6, Ohio. o 


PATHOLOGY RESIDENCY AVAILABLE IMMEDI- 
ately; state license or eligibility required; $275 first 
year with increase to each succeeding year plus full 
maintenance. St. Elizabeth Hospital*+, Lafayette, 

Indiana. D 


SURGICAL RESIDENCY—AVAILABLE IMMEDIATE- 
ly; state license or eligibility required; $275 first year 
with inerease to each succeeding year plus full main- 
tenance. St. Elizabeth Hospital*+, Lafayette, In- 
diana 


FLURO-ETHYL 


(FLUORINATED HYDROCARBON) 


PATHOLOGY RESIDENCY—FOUR YEARS APPROVED 
pathology anatomy and clinical pathology; voluntary 
teaching hospital, affiliated University of Michigan; 
compensation $4,380 to $4,980. Write: Pathologist, Sagi- 
naw General Hospital*+, Saginaw, Michigan. D 


INTERNAL MEDICINE RESIDENCY-—-3 YEARS, AP- 
proved; positions available starting July Ist, 1958; Di- 
rector-Me« Program, L. Jaffe, MD, Department 
Head, Highland Park General Hospital*+, Highland 
Vark 3, Michigan. Db 


FLURO-ETHYL is a solution of 
Ethyl- Chloride and Dichlorotet- 
rafluoroethane which has been de- 
monstrated to be useful as a topical 
refrigerant for use in plastic surgi- 


RESIDENCIES—GENERAL PRACTICE; JULY |, 1958; 
100 bed JCAH approved general hospital; residential 
suburb of Detroit. Apply : Administrator, Cottage Hos- 
pital, 159 Kercheval Avenue, Grosse Pointe Farms 36, 
Michigan. | 


MEDICAL RESIDENCY AVAILABLE IMMEDIATE- 
ly; state license or eligibility required; $275 first year 


cal skin planing and as an agent 
with increase to 1 succeeding year plus full main- to produce local anesthesia for 
tenance St. Elizabeth Hospital*+, Lafayette, — minor surgical procedures. It con- 
tains 75% dichlorotetrafluoroethane 
and 25% Ethyl-Chloride, and when 
applied topically to the skin, pro- 
duces rapid refrigeration and anes- 
thesia to the desired depths of 
the skin. 


CLINICAL USES: 


Plastic Surgical Skin Planing: In 
the refrigeration dermabrasion 
technique GEBAUER’S FLURO- 
ETHYL, is a refrigerant of choice 
because it eliminates the necessity 
of a blower. The mixture is non- 


RESIDENCY -PHYSICAL MEDICINE AND REHABIL- 
itation one to three years; approved for Board training 
yo a of vocational rehabilitation traineeship grant. 
d Jerome W. Gersten, MD, University of Colorado 
raped of Medicine, Denver, Colorado, D 


PATHOLOGY RESIDENCY—AMA APPROVED WITH 
medical school affiliation; attractive New England va- 
cation area; $300 per month. Apply: Dr. W. Beauty- 
mon, Pittsfield General Hospital, Pittsfield, Massa- 
chusetts. D 


PATHOLOGY RESIDENTS — 600 BED HOSPITAL; 
three full time pathologists; active medical school affili- 
ation and appointment. Dr. Richard G. McManus, 
Western Pennsylvania Hospital*+, Pittsburgh 24, 

D 


l’ennsylvania. 


2ND-3RD YEAR INTERNAL MEDICINE RESIDENCY 
available; 3 year Board approval; 500 bed Ohio hos- 
pital*+; ravidly enlarging community; graduates of 
approy schools only; $250-$400 per month stipend. 
tox 55239 D, % AMA. 


APPROVED GENERAL SURGERY RESIDENCY — flammable and it produces rapid 
‘cuts unis ay Mal @f@esthesia and refrigeration to the 
—_ General Hospital*+, Highland Park 3, _—, required depths of the skin. In 

addition, the mixture does not give 
the patient a feeling of suffocation 
if inhaled. The area to be refriger- 
ated can easily be controlled to the 
desired limits. 


GENERAL ROTATING RESIDENCY AVAILABLE IM- 
mediately 116 bed 20 bassinet general hospital, ap- 
proved by Joint Commission on Accreditation of ‘Hos- 
pital; salary $400 month. Apply: St. Francis Hospital, 
Wilmington, Delaware. D 


ANESTHESIOLOG Y—-RESIDENCY, AMA APPROVED 
2 year program for graduates of accredited medical 
schools; maintenance and stipend; vacancies July 1, 
1958. Apply: Dr. John Hagen, Direetor, Medical Edu- 
cation, Swedish Hospital*+, Seattle, Washington. 


MEDICAL RESIDENCY—THREE YEAR APPROVED 
program; suburban Westchester, New York; $200 month 
plus allowance for living out and dependents, Write to: 
Medical Residency Program Director, White Plains 

Hospital*+, White Plains, New York. D 


THE GEBAUER 


Although this preparation is speci- 
ally designed for plastic surgical 
skin planing, it can also be used as 
local anesthetic for minor pro- 
cedures such as incision of fur- 
nuncles, electrocautery to small 
cutaneous tags, flat warts, and nevi, 
or the alleviation of needle pain 
during hypodermic injection. 


HOW IT’S USED 


When using GEBAUER’S FLURO- 
ETHYL, holding same in an in- 
verted position, the solution is then 
delivered onto the skin in the form 
of a fine, mist-like spray, produc- 
ing a degree of anesthesia by refrig- 
eration adequate for skin planing 
without the use of an air blower. 
To obtain best results place con- 
tainer in cooler before using. 


MANUFACTURED BY 


CHEMICAL CO. 


CLEVELAND 4, OHIO 


EXCELLENT ROTATING RESIDENCY IN 126 BED 
general hospital; Philadelphia suburbs; $500 per month 
plus full maintenance; no exchange visitor number. Ap- 
ply: Delaware County Hospital, Drexel Hill, Vennsy!- 


vania. D | PATHOLOGY RESIDENCY—AVAILABLE IN 500 BED 
Ohio hospital*+; four year Board seoreved training 
rogram; rapid] nik 0 mmunit 3 5527 D, 

THREE INTERNSHIPS AVAILABLE IN SAINT MARY | AMAL Community. ox 


Merey Hospital, Gary, Indiana; $250 a month plus full 
maintenance; apartments for married men; Indiana 
license required of foreign graduates. Write: Director 
of Interns. D 


LOCUM TENENS WANTED 


OBSTETRICS-GYNECOLOGY RESIDENCY — TWO . OPHTHALMOLOGIST WANTED BOARD CERTIFI- 
year approved*+; Nebraska; 2,400 deliveries; operative cation and California license necessary; approximately 
experience; stipend $300; available July 1, 1958. Box August l5th to October 15th; Beverly Hills, California; 
5761 D, % AMA. arrangements open; please apply with full particulars, 

references, and expectations to: Box 5880 G, % AMA 


WANTED RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern men- INTERNIST AGE 33; WISHES LOCUM TENENS 


tal hospital; excellent teaching ram therapeutic position in Virginia or Maryland; July 1-September 30, 
procedures ; $5,280 to $6,600. Box 5743 D, % AMA. Box 5890 G, % AMA, 


GENERAL SURGERY RESIDENCY—4 YEAR BOARD 
approval; 500 bed Ohio hospital* +; rapidly enlarging 
community; graduates of approved schools only. An- 
swer: Box 5526 D. % AMA. 


LOCUM TENENS WORK WANTED 


OPHTHALMOLOGIST WISHES LOCUM TENENS 

TAILABLE DIATE — APPROV position in California for 3 to 6 months; first part aot 

in American Boards; Wills Eye Hospital trained; age 32; 
and clinical pathology at a university hospital*+ and available July Ist. Box 5878 H, % AMA. 


medical school. Send replies to: Box 5488 D, % AMA 

RADIOLOGIST — BOARD CERTIFIED 1953; RECENT 

WANTED — INTERNS FOR APPROVED ROTATING discharge from service; available Mey, June, or both; 
internship; 300 bed general hospital; $300 per month diagnosis and therapy; east coast preferred; $1,200 per 
Apply: St. Anthony Hospital* +, Denver, Colorado month. Box 5877 H, AMA 


METROPOLITAN NEW YORK; 31; GRADUATE OF 
Class A medical school; completing rotating internship 
at large New York City municipal hospital; available 
duly, 1958 to July, 1959 for period of one month to one 
year; $1,500 per month minimum. Box 5887 H, % AMA 


SITUATIONS WANTED 


GYNECOLOGIST - SURGEON - UROLOGIST — COM- 
pleted five year residency in gynecology plus female 
urology without radium treatment or ob; one year evac 
uation hospital surgery; thirteen years general surgery 
in surgical group; family; Dissatisfied. Box 5871 I, 
AMA, 


GYNECOLOGIST — BOARD ELIGI- 
ble; 33; married; excellent training and experience 
private practice; military service completed; desires 
association; partnership or group practice; licensed 
Pennsylvania and states having reciprocity therewith. 
Box 5893 |, AMA. 


PHYSICLAN-—-AGE 33; FAMILY; MILITARY SE RV ICE 
completed; Board Certified general surgery; DNB; de 
sires association with individual or group; small com 
munity and general practice no objection. Box 5885 I, 
% AMA. 


(Continued on next page) 
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a? IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for ogee 
dations. Woodward Medical Personnel Bureau, 185 N 
Wabash, Chicago. 


PEDIATRICIAN 32; BOARD QUALIFIED WITH 
over three years well rounded good training seeks asso 
ciation with group or individual; licensed Colorado 
and California; available about July Ist. Box 5889 
Y AMA. 


CHEST PHYSICIAN—FAMILY; 42; SEVEN YEARS 
experience hospital management tuberculosis; in-patient 
and out-patient; desires permanent responsible position 


modern tuberculosis hospital; midwest. Box 5882 1, 
AMA. 
GENERAL PRACTITIONER — DESIRES TO ESTAB 


lish solo practice in community of 10,000 or less or will 
purchase unopposed active general practice in small 
town or rural area; give details in first letter please. 
Box 5891 1, % AMA. 


ANESTHESIOLOGIST—BOARD CERTIFIED; AGE 39; 
department head superrenee: California and Massachu- 
setts license; DNB; ey group or to organize depart- 
ment. Box 5872 1, A 


LABORATORY TECHNICIAN—FAMILIAR WITH OF- 
fice procedure in doctor's office; willing to Jearn ; 
Call: Rogers Park 1-3218 i 


or write: Box 5866 I, % AMA 


Chicago or suburbs. 
cago, Lilinois, 


BOARD UROLOGIST — AGE 34; MARRIED; THREE 
children; veteran; desires asseciation and future part- 
nership with another or other urologists; no location 
preference. Box 5879 I, % AMA. 


8 YEARS EXPERIENCE AS ASSIST- 
in Veterans Hospital with Yale University 

; desire aha or group practice; New York 
Box 5884 1, % AMA. 


RADLOLOGIST 


State only 


GENERAL PRACTITIONER—AGE 41; WIDE VARLETY 
of interests & ‘ially internal medicine and anesthesia 
wishes to reloc in New York State area with group 
association. Box 5886 1, % AMA 


completing sixth year of training in general 
Part | Ameri- 
Medical 


SURGEON; 
and thoracic surgery, university hospital; 
can Board completed. Burneice Larson, 
reau, 900 North Michigan, Chicago. 


DESIRES 
products 
English 


hous}; new 
French, 


PHYSICIAN—U.S. CITIZEN; 
association with pharmaceutical 
research ; agg work; fluent German, 
Box 5888 I, AM 


TEN YEARS SERVICE HOS- 

pitals; two years urology: Washing and Brady foun- 

dation New York hospital AAGP; five years general 

practitioner: family, five young children; desire asso 

ciation urologist or general practitioner. Box 5860 I, 
AMA. 


RETIRED USN (MC); 


MARRIED; INDIANA LI- 
censed; Board Eligible; 7 years surgical training; 5 
years university center; presently completing military 
duty; available between May and June; Excellent refer- 
ences; desires location. Box 5842 I, % AMA. 


GENERAL SURGEON—35; 


DRAFT EXEMPT; CLASS A GRADU- 
position; industrial medicine; student 
student health, industrial experi- 
Arizona, California; west, 
5624 1, % AMA. 


PHYSICIAN 
ate; desires 
health or insurance ; 
ence; licensed, Colorado, 
southwest or overseas. Box 


J.A.M.A., April 26, 1958 


COLWELL PUBLISHING CO. 


SPECIAL INTRODUCTORY OFFER 
fo doctors just starting 
in practice! 


By taking tetory Ol e of our Spe- 
cial Introductory ler, 
tial covinge can in 

g the busi e of 
your WRITE toy 
ductory Offer Information today. 


236 UNIVERSITY AVE. CHAMPAIGN, ILL. 


---THE PALMS--- 


Competent Ethical Services For 
EXPECTANT MOTHERS 
OBSTETRICIAN ON DUTY 
Correspondence _ Confidential! 
Rates Reasonabie—Terms If ‘Desired 

Some Work Available 
OR Juvenile Court 
TE CR PHONE 
14438 St.. Van Nuys, 
TATE 0-0266 


Calif. 


send for your free catalog 


ANESTHESIOLOGIST—BOARD CERTIFIED; EXTEN- 
sive experience as chief of department with anesthesi- 
ologist; nurse anesthetists; residents; in large approved 
general to relocate; excellent references 
$0. 


TROLOGIST 


-BOARD ELIGIBLE; DIPLOMATE OF 
National Board; ili 


30; single; military service completed; 
licensed in New York state; wishes solo, partnership 
or group practice opportunity; no regional preference. 
Box 5857 1, % AMA. 


TROLOGIST—BOARD ELIGIBLE; COMPLETED RES- 
idency Indianapc'is 1956; diplomate National Board; 
desires opportunity for association. group or solo prac- 

tice; married, family; Army reserve officer. Box 5760 a, 
% AY 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.: physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write tor recomme! — Shay Medical 
Agency, 55 E. Washington, Chic: 1 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; generai surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 ~— 
Michigan Avenue, Chicago. 


PEDIATRICIAN—CERTIFIED; 36; FAMILY; MILI- 
‘ tary completed; MD 1944; clinical, pharmaceutical, 
» teaching, research experience; desires academic ap 


pointment or association with Clinic or pediatric group; 
available midsummer. Box 5777 I, % A 


DESIRE ONE YEAR PRECEPTORSHIP IN GENERAL 
surgery to qualify for Boards ; completing surgical resi- 
dency in prominent clinic; age 35; family; veteran, 
DNB; available January 1959. Box 5831 Z % AMA. 


FAMILY; SPECIAL 
medical education, 
opportunity west 


INTERNIST — CERTIFIED; 33; 
training rheumatology, psychiatry, 
research; veteran; desires practice 
coast. Box 5138 1, % AMA. 


ORTHOPEDIC SURGEON—BOARD CERTIFIED; 32; 

© Chief 150 bed service in military hospital; wide trau- 

matic and industrial orthopedic experience desires re- 
locate. Reply: Box 5751 I, % AMA. 


PROFESSIONAL AND TECHNICAL AIDES 


TECHNICIAN — REGISTERED; 40 
salary open; new air conditioned 
Strong, Memorial Hospital, 


LABORATORY 
hour week; no call; 
laboratory. Apply 


Irs. 
Elmhurst, Dlinois, Terrace 2-6800 


S 


REQUIRE NO IRONING . 
yet can ‘’take’’ public laun- 
dering. 48’’ long; open full 
length. And they’re O.K. for 
X-ray. 


COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 

P. 0. Box 863, Worcester 1, Mass. 
Gentlemen: Please send the quantities of 
TECKLA KRINKLE KIMONAS indicated 
below. Send C.O.D. or Postpaid___ 


SIZE COLOR BUST | QUANTITY 
of TIES | measure wanted 
. SMALL| BLUE 42” 
MED. WHITE 
: LARGE] PINK 60” 


TECKLAS ‘’on duty” in 48 STATES 


~~ +=Teckla pays postage on CASH orders--- 


WANTED—TECHNICIANS: (a) CHIEF MED TECH 
Calif reg or elig; 200-bd vol gen hsp; 


optional w/add’! pay if taken; coastal city. (b) MED 
TECH; join Ige staff in new lab supv by 2 path; 350. 
bd gen hsp; to $5400; Ige coll city; MW. (c) MED 


TECHS; apprv'd tech sch; outstand’g new lab faci: 


vol gen _hsp 175 bds; resort city; Carolinas. (d) 
XRAY TECH; ti-dr clin, incl radiol; to 
lovely coll, resort city; MW. (e) HISTOLOGY TECH: 


chge_ microtech section, rsrch inst affil Ige gen hsp: 
to $5400; univ med ctr; MidE. (f) CHIEF MED 
very lige convalescent hsp; to $5000; NYC 
CH; air-cond lab empl Ige staff: 
$5000 ; 


city; W. (i) LA 
up; resid city; MW. (j) fully 
apprv'd vol gen hsp 175 bds; to $5500; univ city; 
SE. Woodward Medical Bureau, Ann Woodward, Di- 
rector, 185 N. Wabash, Chicago. L 


tourist resort 
clin; 


PRACTICES FOR SALE 


SOUTHERN; COASTAL 
gross $45,000; 
Reply: 


CITY; GEN 
complete x ray 
Box 5409 P, 


CALIFORNIA 
eral practice with surgery; 
unit; reasonable rent; terms. 
AMA. 
CALIFORNIA—EAST BAY AREA; GENERAL PRAC 
tice; downtown street level; fully equipped office, lease ; 
moderate down payment, balance over three or tou 
years from income; reason for leaving, further training 
Box 5803 P, % AMA. 


CALIFORNIA — GENERAL PRACTICE LOC poor IN 


rich agricultural community 4 Southern California 
desert; netted $25,000 in 1957; with or without equip 
ment; open staff hospital in town, 20,000. Box 5814 P, 
% Ad 


CONNECTICUT—CENTRAL AREA; YOUNG GENERAL 
Practice; immediately available; grossed $18,700 in 
1957; excellent opportunity and potential for further 
a aa minimum cash or easy terms. Box 5881 P, 
AMA. 


IDAHO — GENERAL PRACTICE; AVAILABLE IN 
rural area; office and equipment available for rent, sale 
or leg position ideal for young medical graduate 
Write: ‘Box 65, Aberdeen, Idaho, for details. 


ILLINOIS — WEST LOOP INDUSTRIAL AND GEN 
eral practice and office equipment including x-ray, wo 
short wave diathermies and infra-red lamp; retiring 
lease expires April 30. Wabash 2-6187, Chicago r 


ILLINOIS—CHICAGO; RETIRING; IN SAME LOCA- 
tion for 40 years; will introduce to me good gen- 
eral and surgical practice. Box 5841 P, AMA 


INDIANA—FOR SAL E OR RENT; FULLY EQUIPPED 
neral 


eight room offic practice in city of 65,000; 
central; gross is 85,000; assist at own surgery; 
leaving to specialize; will introduce; ; practice and po 
tential large enough for two physicians. Box 5754 P, 


AMA. 


LOUISIANA — VERY GOOD UNOPPOSED GENERAL 
practice; small central Louisiana town; no cash needed ; 
July 1; very good income from first day; leaving tor 
residency. Box 5868 IP, AMA. 


MAINE--EENT PRACTICE AND LARGE AMOUNT OF 
good equipment including Ritter unit and motor chair; 
A-O Phoropter, chair, project-o-chart, ete; hospital 
connections; no competition. Write for details: John 
Colby Myer, MD, 2 School Street, Sanford. 


MASSACHUSETTS—ACTIVE RADIOLOGY PRACTICE, 
very desirable location in Berkshires; fully equipped for 


diagnosis and therapy; part time hospital work avail 
able; favorable insurance plans; reasonable price. Box 
5837 P, % AMA 


PENNSY LVANIA—COMPLETELY FURNISHED AIR- 
conditioned 0! > selling to liquidate estate of 
ceased doctor; “Address inquiries to: 
Executrix, 1135 Levick Street, Philadelphia, 


Pa. 


SOUTH CAROLINA — FOR SALE; 
lifetime; neophyte could manage; fully equipped & 
room office; four room annex; buildings little over two 
years old; county seat; four towns within 6 miles and 
large agricultural section without doctor; x-ray, fluoro 
scope, and crib; inventory over $20,000; down payment 
unnecessary; pay as you choose; minimum $200 month; 
one good year should clear; home available about $5v 
month; GI Loan if desired; lot adjacent office if desire 
build; never see like advantage again; hundreds records ; 
will introduce; specializing. Box 5861 P, % AMA 


OPPORTUNITY 


TEXAS — SOUTH CENTRAL; COMPLETELY FUR- 
nished, air-conditioned ; 2,000 square foot oftice building 
in college town; excellent practice; will take less a7 
ayy value; easy terms; specializing. Box 5875 P, 
Yo AMA. 


TEXAS—WANTED—PHYSICIAN TO TAKE OVER MY 
general practice either on lease or purchase basis; good 
opportunity for young man finishing internship. E. O 
Breckenridge, MD, Mason. Pp 


APPARATUS, ETC., FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment; available at 
au wusstrict otmeces; United States and Canada; deal 
directly with factory organization; all sales and service 
personnel factory-trained ; include installation 
and operating instructions. : B-4, General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Mil 1, Wi i Q 


DISPOSO-T SPLINTS—AVAILABLE FOR TREATING 


fractured clavicles in children and adults; set of 5 
sizes $32.50; order through surgical supply house 01 
direct. Hanover Manufacturing Company, 


Hanover. 
Illinois. Q 


FOR SALE 
ing; no longer needed; 
souri. Lt. Charles R. Johnson, 
Dispensary; % FPO, San Francisco, 


AM SPECIALIZ- 
includes x-ray; location Mis- 
M.C., NAS, Navy #14 
California. Q 


OFFICE EQUIPMENT; 


(Continued on page 106) 
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A POINT OF VIEW IN ’55 “At this time, it appears that the problem of anti- 
biotic-resistant bacteria is the greatest fear in the future with chronic infections 
of the urinary tract. ..’! 

A POINT OF FACT IN °58 “... This prediction has proved to be correct for 


92 


both gram-positive and gram-negative organisms. 


--- WITH ONE NOTABLE EXCEPTION “... studies indicate that microor- 
ganisms, in vitro and in vivo, do not appear to develop resistance to FURADANTIN.’”$ 


for acute and chronic 
genitourinary tract infections 


FURADANTIN 


brand of nitrofurantoin 


AVERAGE FURADANTIN DOSAGE: In acute, complicated or refractory cases and in 
chronic infections—100 mg. q.i.d., with meals and with food or milk on retiring. 


REFERENCES: 1. Flippin, H. F.: Virginia M. Month. 82:436, 1955. 2. Caswell, H. T., et al.: Surg. Gyn. 
Obst. 106 :1, 1958. 3. Nesbitt, R. E. L., Jr., and Young, J. E.: Obst. Gyn., N. Y. 10:89. 1957. 


NOW, for hospitalized patients, for severe urinary tract infections when peroral 
administration of FURADANTIN is not feasible and for serious infections as 
septicemia (bacteremia): FURADANTIN Jntravenous Solution 


NITROFURANS...a new class of antimicrobials... 
neither antibiotics nor sulfonamides od 


EATON LABORATORIES, NORWICH, NEW YORK 


| 
onthe 
U/ 


Make your hotel resewations now for 
107th Meeting ix 
Sau Francisco, Yune 23-27, 1958 


\ HOUSING BUREAU has been organized for the American Medical 
\ssociation in San Francisco. Since all requests for rooms are han- 
dled in chronological order, it is recommended that you send in your 
application as quickly as possible. 


ALL REQUESTS SHOULD BE ACCOMPANIED by a DEPOSIT 
CHECK for $10.00 per room made out to the AMA HOUSING 
BUREAU. Due to the existing crowded conditions, hotels cancel 
unclaimed reservations by 4:00 p.m. Therefore. a deposit is requested 
to ensure that your reservations will be held on your arrival date 

whatever the hour. Your deposit will be credited to your account. 


PLEASE DO NOT SEND CASH. 


CANCELLATIONS: Cancellations must be received 15 days prior to 
the meeting for refunds of your deposit to be made by the hotel. If 
sufficient time is not allowed for the hotel to reassign space. all of 
the deposit is forfeited. ; 


All reservations should be cleared through the AMA Housing Bureau. 
All requests must give definite date and approximate hour of arrival 
and names and addresses of all persons who will occupy rooms re- 
quested, 


ALL RESERVATIONS WILL BE CONFIRMED IF REQUEST Is 
RECEIVED NOT LATER THAN JUNE 8. 


IMPORTANT 


Due to complexities of a number of pre-A. M. A. Meetings in San 
Francisco, date of departure cannot be changed after reservations 
have been confirmed by the hotel. Physicians may reserve rooms 
through a prior meeting and retain them through the A. M. A. meet- 
ing. June 23 to 27, if they so specify. If departure at close of prior 
meeting is indicated. guests are expected to release their rooms to 
physicians coming in for the A. M. A. Meeting only— June 23 to 27. 


MAIL TO: 

AMA HOUSING BUREAU 
Room 300, 61 Grove Street 
San Francisco 2, California 


First Choice Hote]___ 


Second Choice Hotel___ 


Third Choice Hotel 


(Note: Single rooms are very scarce. Please ar- 


range to share a_ twin-bedroom with another.) 
| Parlor, bedroom suite _—— 
A.M. P. M. 


Arrival 


Departure___ 


NAMES OF ALL OCCUPANTS: 
(Please bracket those sharing a room) 


ADDRESSES: 


Check for $ 
envelope. 


MAIL COUPON TO: 
(Signed) 


Address 


City_ 


payable to AMA HOUSING BUREAU is enclosed. Please enclose a self-addressed, stamped 


(Please print or type) 


State 


— 
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if 
ake 
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ZONE 


ca 7 ( K \ 


(GOLDEN GATE 


AVENUE 


Me ALLISTER 


FULTON 


| 


HOTEL 
ALEXANDER 
HAMILTON 
ARLINGTON 
BELLEVUE 
BERESFORD 
BEVERLY PLAZA 
BILTMORE 
CADILLAC 
CALIFORNIAN 
CANTERBURY 
CARAVAN 
LODGE 
CARTWRIGHT 
CECIL 
CHANCELLOR 
COLONIAL 
COMMODORE 
CORDOVA 
CourRT 
CRANE 

CREST 
DEVONSHIRE 
DON 

DRAKE- 
WILTSHIRE 

EL CORTEZ 
EMBASSY 
ESSEX 
FAIRMONT 
(Women’s Aux- 
iliary Head- 
quarters) 
FIELDING 
FRANCISCAN 
GATES 
GAYLORD 
GOLDEN STATE 
HERALD 
HERBERT 
HUNTINGTON 
KING GEORGE 
LAFAYETTE 
LANKERSHIM 
LA SALLE 
LOMBARD 
MANX 

MARK HOPKINS 
NEW ALDEN 
NEW DALT 
OLYMPIC 
OXFORD 


TORN 


SINGLE 


$ 7.00-12.50 
3.00- 5.00 
7.00- 9.00 
6.00- 8.00 
6.00- 8.00 
6.00 


6.50- 8.50 
8.00-10.50 


6.00- 8.00 


6.00- 8.00 
13.00-17.00 
4.00 


5.00- 8.00 
7.00 


DOUBLES & TWINS 


$ 9.00-16.00 
4.00- 7.00 
9.00-12.00 


8.50-12.00 
9.50-14.00 


16.00-20.00 
7.50- 8.50 
8.00-10.00 
8.50- 9.50 
12.00-15.00 
8.00-16.00 
7.00- 9.00 
4.00- 5.00 
5.00- 7:00 
5.00- 9.00 
6.00-10.00 
6.00- 7.50 


8.00-10.00 
6.50-10.00 
5.50- 7.00 
5.00- 6.00 


16.00-23.00 
7.00-12.00 
9.00-12.00 
4.00- 5.00 
7.50-10.50 
6.50- 8.50 
5.00- 8.00 
4.00- 7.00 
11.00-18.00 
8.00-10.00 
5.00- 6.00 
4.50- 6.50 
5.00- 8.00 
5.00- 9.00 
8.00-11.00 
17.00-21.00 
5.50- 7.50 
5.00- 5.50 
7.00-10.50 
8.00- 9.00 


San Francisco in June 1958 will be the medical capital of the world. Visitors from every country will be attending the A.M.A. 
Meeting. It will provide you a fruitful source of new information on the advances of scientific medicine. 

Plan now for your attendance at this outstanding meeting. You will find a broad variety of subjects covered . . 
be ample opportunity for discussion of your problems with demonstrators in the scientific and technical exhibits. 
All hotel reservations should be cleared through the A.M.A. Subcommittee on Hotels before June 8th . . . by taking a few moments 
now, you will assure yourself of a hotel reservation. 


. and there will 


SUITES ZONE HOTEL SINGLE DOUBLES & TWINS SUITES 
J PICKWICK $ 4.00- 5.00 $ 5.50- 8.50 
$15.00-30.00 | | POWELL 5.00 7.00- 8.00 
A RICHELIEU 4.50 5.00- 9.00 $15.00 
18.00-25.00 | F ROOSEVELT 5.00- 6.00 6.00- 8.00 15.00 
E SAN CARLOS 4.00 
16.00-18.00 | L ST. FRANCIS 10.00-22.00 12.00-24.00 26.00-45.00 
L ST. MORITZ 7.00- 8.00 
F SHAW 5.00 6.00- 8.00 
19.00-2100 | | SHAWMUT 3.00- 3.50 4.00- 5.50 
25.00-35.00 | N SHERATON (Headquarters hotel—no singles available) 
PALACE 9.00-15.00 13.00-18.00 24.00-50.00 
L SIR FRANCIS 
DRAKE 10.00-14.50 12.00-20.00 30.00-40.00 
tL SOMERTON 4.00 5.50- 7.00 
L SPAULDING 5.00 6.00- 7.00 
20.00-25.00 | L STEWART 5.00- 8.00 7.00-17.00 20.00-25.00 
20.00-25.00 L STRATFORD 4.50 5.00- 8.00 
N SUTTER 4.00- 7.00 6.00-10.00 15.00 
TERMINAL 2.50 5.00- 6.00 
E TRAVELERS 3.50- 4.00 4.00- 6.00 
VILLA-SAN 
12.00-20.00 MATEO 8.00-16.00 11.00-16.00 
C WHITCOMB 8.00-14.00 18.00-30.00 
F YMCA 2.00- 4.00 3.60- 8.50 
14.00-18.00 | H YORK 4.00- 6.00 4.50- 8.50 15.00 
14.50-18.00 
12.00-18.00 MOTELS SINGLE DOUBLES & TWINS SUITES 
AUDITORIUM 
TRAVELODGE $ 6.50- 8.50 $ 8.50 $12.50 
BEL-AIRE 10.00 
CARAVAN LODGE 15.00 
33.00-49.00 | CORONET 12.00 14.00 
20.00 DOYLE— 
20.00 1555 Union Street 12.00 14.00 16.00 
DOYLE— 
18.00-22.00 | 1450 Lombard St. 12.00 14.00 16.00 
DOYLE CIVIC CENTER 12.00 14.00 16.00 
HOLIDAY LODGE 18.00 30.00 
HOLLAND 10.00 16.00 
25.00-40.00 | LOMBARD PLAZA 10.00 12.00 
MARINA 7.00 12.50 
MARKET ST. 
9.00-11.00 | TRAVELODGE 9.00 14.00 
10.00-14.00 | MART 14,00 16.00 20.00-25.00 
OCEAN PARK 6.00- 8.00 
15.00-20.00 | PLANTATION INN 12.00 14.00 24.00 
28.00-45.00 | RANCHO LOMBARD 14,00-20.00 
SEA CAPTAIN 10.00 18.00 
TRAVELODGE— 
16.00-20.00 FISHERMAN’S 
WHARF 9.00 10.00 
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8.00-10.00 4 
8.00-11.50 
7.00- 8.00 
6.00- 7.00 
6.50 
8.00 
6.00-12.00 
5.00 
3.50 
4.00- 5.00 
4.00- 6.00 
5.00- 6.00 
7.00- 7.50 
5.00- 7.50 
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ADVERTISEMENTS 
in THE JOURNAL AMA. 


eA CLASSIFIED AD 


from THE JOURNALAMA. 


e AND THE RESULTS 
advertiser 


in. institutiol 
AMA, 


WANTED—PHYSICIAN FOR KANSAS—$10,000 UN- 
opposed general practice and excellent home; 800 popu- 
lation, fine surrounding territory, radius 10-35 miles: 
2000 yearly appointments transferable; will turn over 
practice, home, furniture, and office to young man with 
proper references who will consider purchasing upon my 
return from studying abroad, or sell outright for $1500 
cash; exceptional opportunity. Box C, % AMA 


@ RESULTS 


Please discontinue my ad-in the American 
Medical Journal. As yet, I have not de- 
cided definitely on a man, but as you 
know, I have been flooded with inquiries, 


J.A.M.A., April 26, 1958 
(Continued from page 102) 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units; delivered; jn- 
stalled, guaranteed and serviced. Write for details of 
new deferred payment plan and new accessory price 
list: The Kramer X-Ray Company. Inc., formerly Med- 
ical Salvage Co., Inc., 217 E. 23rd Street, New York 
10, New York 


FOR SALE—RITTER EAR, NOSE AND THROAT UNIT 
and Witter Motor Chair; FOB Papillion, Nebraska; 
suburb Omaha; like new, includes all instruments that 
come with unit; bargain. Write to: Dr. D. E. Baca, 
Papillion, Ne braska, P. Box 6. 


STOCK NEW, USED iINSTRU- 
laboratories. 
rena Wells, 400 E. 59th St., New York 22. New York. @ 


FOR RENT 
NORTHBROOK MEDICAL CENTER 2,500 SQUARE 
feet; A.C. parking space L. Grennan & Associates, 
University 4-1469, Evanston, Llinois 


OFFICE FOR RENT--WEST ROGERS PARK; TWO 
suites; recently remodeled; share reception room; new 
furniture; reasonable 2703 W. Devon, Ravenswood 
8-1499, Chicago, Illinois 


SOUTHERN CALIFORNIA—SANTA ANA; MEDICAL 
center of Orange County; rapidly growing community 
with stabilized agricultural and industrial economy 
thirty miles southeast of Los Angeles and ten miles 
from Pacific; seventeen custom designed suites with 
private entrances from landscaped court; filtered re 
frigerated and heated air thermostatically controlled ; 

brochures on Center, Santa Ana and Orange County 

available. Santa Ana Medical Center, 2515 North Main 

Street, Santa Ana, California. T 


CONTEMPORARY MED:CAL BUILDING ABING 
ton, suburban Vhiladelphia; masonry and glass; cen 
tral courtyard; June occupancy; expanding area requir 
ing specialist and generalist; varying sized suites; single 
or shared. H. S. Burke, 2014 Moreland Road, Abington, 
Pennsylvania 


FOR RENT 3 ROOM SUITE WITH RECEPTION 
; modern medical building; other suite occupied by 
dentist; hospitals nearby; terms to suit; ideal for gen 
eral practitioner. Write or call: Roger Lozi, 7520 W 
Diversey, Gladstone 3-9788, Chicago, Hlinois 


LABORATORY FOR SALE 


POMPANO BEACH—OPPORTUNITY TO PURCHASE 
fully equipped progressive clinical laboratory in medi 
cal building; fast growing town; excellent potential 
Box 5344 V. % A 


REAL ESTATE FOR SALE 


BEAUTIFUL FOUR STORY BUILDING; APPROXI 
mately 144 hours fpom Baltimore, Maryland, Washing 
ton, D. ©., or Wilmington, Delaware; in the town of 
Ridgely on the Eastern shore of Maryland; 32 rooms; 

10 baths; also 2 story cottage attached to building; it 

is now used as apartment house; will ideally convert 

to nursing home. For further details, write: Miss Ella 

M. Carter, Denton, Maryland. X 


PUBLISHERS AND PRINTERS 


and if it should run the full six weeks, 
1 would be in a more difficult position 
than I am in now. Kindly do not give 
my name and address to any one. 

Yours very truly, 


if you want to buy or sell 
—a practice, property, hospital, apparatus, 
instruments or books—if you are in need 
of a location or are looking for a partner 
or assistant, your advertisement in THE 
JOURNAL’S classified section, properly 
written, is almost certain to bring desired 
results. An effective medium covering the 
entire United States. . 


WRITE FOR RATES ON 

@ PERSONAL CLASSIFIED 

@ COMMERCIAL CLASSIFIED 
and information on how you may use a 
classified ad most effectively. For current 
issue, ad must reach us by Friday, 15 days 
in advance. 


Advertising Department 


JOURNAL of the AMERICAN MEDICAL ASSN. 
535 North Dearborn Street e Chicago 10 


| 
| RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold, radium applicators, owned-directed by physician 
radiologist. Quincy X-ray — Radium Laboratories, 
Quincy, Illinois. Z 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON 

commercial; manuscripts over 5000 words not accepted 
|} American Medical Writers’ Association, WCU Building, 
Quiney, Illinois. 


PATIENTS’ RECORDS AND FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 


CLINIC FOR SALE 


FOR SALE—OCCUPIED PROFESSIONAL BUILDING: 
four suites, dentist, optometrist; two physicians; lab- 
oratory, X-ray; corner lot; 25,000 square feet; building 
4,000 square feet; paved. off street parking; rapidly 

rowing coastal community ; no agents. Write: San 

990 Pacific, San Luis Obispo, 


Medical Clinic, 
California. 
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@ Trade-mark 


SIGMOL ENEMA 


non-irritating « sodium-free 
is now available 
through 
ethical prescription 
pharmacies 


Physicians who have used 
this NEw disposable 

enema in hospitals across 
the nation have asked us 

to make it available to their 
patients for home use. 


Sigmol Enema contains, in each 120 cc. 
(4 fluid oz.) 


Sorbitol Solution, N.F.......... 43 Gm. 
Dioctyl Potassium Sulfosuccinate 0.12 Gm, 


Well tolerated by patient 
on low-sodium regimen. 


For your supply of handy 
patient instruction sheets, 
write SIGMOL on your 
Rx blank and mail to: 


PHARMASEAL LABORATORIES 
1015 Grandview Avenue + Glendale 1, California 
affiliate of Don Baxter, Inc. Re 


PHARMASEAL 
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SIGMOL 
ENEMA 
a Leader in enema research and therapy 


J.A.M.A., April 26, 1958 


by E. K. H. 


Henry Morgan says his psychiatrist remains faith- 
ful to the old master—he'll only eat Freud chicken. 
e 


All through the golf game, one of the partners, 
who had made a beautiful shot off the first tee, kept 
dwelling on it. 

Now, as the two men walked off the 18th green, 
he began again. 

“Boy, wasn't that a great drive I made off the 
first tee? I can’t get over it!” 

“I know,” agreed his companion irritably. “It’s 
too bad you can’t have it stuffed!” 

e 

It was the first day of school and the kindergar- 
ten teacher was busy trying to get some vital statis- 
tics from her class. 

“What is your name?” she asked one little boy. 

“Johnny Jones.” 

“And your address?” 

The boy gave her an uncomprehending stare. “I 
mean, Johnny, where do you get your mail?” 

There was a moment’s pause. “I think,” was the 
answer, “people just send it to us.” 

It was 4 a. m. at a well-known private gambling 
casino when suddenly whistles blew shrilly, police- 
men appeared from every door—and the raid was 
on. 

As embarrassed guests were pleading with offi- 
cers and offering bribes, all to no avail, one of our 
better-known cafe-society gals kept pushing past 
everyone in her hurry to get into the patrol wagon. 

“Good heavens,” cried one tearful miscreant, 
“you act as if you want to be arrested.” 

“Don't be silly,” snapped the playgirl. “It’s a long 
trip—and in the last two raids I had to stand!” 

e 

Two convicts looked out through the bars of 
their cell on a beautiful sunny day. 

“Gosh,” sighed one unhappily, “on a day like 
this, it’s absolutely criminal to be indoors.” 

e 

While his mother waited in the car, a little boy 
ambled up to the box office of the movie theatre. 

“What time,” he inquired, “is the picture over 
three times?” 

Sign in a restaurant: 

“In case of atomic attack, keep calm, pay bill, 
then run!” 


A flock of ostriches in an enclosure of a Florida 
bird farm heard a commotion and quickly buried 
their heads in the sand. 

A moment later another ostrich walked in and 
looked around. 

“Good heavens,” he cried. “Where is everybody?” 

° 

The Scoutmaster had asked all the Cub Scouts 
what good deeds they had done during the week. 
It was indeed gratifying to hear the stories the 
youngsters had to tell. One in particular could 
hardly wait to be heard. 

“Yes, Billy,” said the Scoutmaster finally. “And 
what was your good deed?” 

“I kicked a boy,” replied Billy proudly, “for 
pulling his dog’s tail.” 

“Well,” said the old timer, sunning himself on the 
Miami sands, “I never thought I'd live to see the 
day when a girl would get sunburned where she 
does.” 


“Of course I'm coughing easier today. I practiced all night!” 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Co 
*Trademark for methylprednisolone, Upjohn Kelamazoo, Michigan 


* 
Pa 


m 


EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL’ once or twice a day. 


BENEFITS: 


® Orally effective-nonmercurial-diuretic activity equivalent 
to that of the parenteral mercurials. 

@ Excellent for initiating diuresis and maintaining the 
edema-free state for prolonged periods. 

@ Promotes balanced excretion of sodium and chloride— 
without acidosis. 


(CHLOROTHIAZIDE) 


Any indication for diuresis is an 
indication for ‘DIURIL’: 

Congestive heart failure of all degrees of severity; premen- 
strual syndrome (edema); edema and toxemia of preg- 
nancy; renal edema—nephrosis; nephritis; cirrhosis with 
ascites; drug-induced edema. May be of value to relieve 
fluid retention complicating obesity. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 
(chlorothiazide) ; bottles of 100 and 1,000. 


'pIURIL' and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., INnc., Philadelphia 1, Pa. 
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YPERTENSION 


INITIATE 'DIURIL' THERAPY 


'DIURIL' is given in a dosage range of from 250 mg. twice 
a day to 500 mg. three times a day. 


a ADJUST DOSAGE OF OTHER AGENTS 


The dosage of other antihypertensive medication (reser- 
pine, veratrum, hydralazine, etc.) is adjusted as indicated 
by patient response. If the patient is established on a 
ganglionic blocking agent (e.g., 'INVERSINE') this should 
be continued, but the total daily dose should be imme- 
diately reduced by 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 


The patient must be frequently observed and careful ad- 
justment of all agents should be made to determine opti- 
mal maintenance dosage. 


BENEFITS: 


® improves and simplifies the management of hypertension 
® markedly enhances the effects of antihypertensive agents 


® reduces dosage requirements for other antihypertensive agents 
—often below the level of distressing side effects 


® smooths out blood pressure fluctuations 


INDICATIONS: management of hypertension 


Smooth, more trouble-free management of 
hypertension with 'DIURIL’ 
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Visette owners are in- 

creasingly making the ‘cardio- 
gram a part of many examinations 
in patients’ homes, at hospitals, 
plant clinics — wherever the need 
is indicated. Its 18 pound weight 
and “brief-case” size allow the 
Visette to go along on these calls 
as readily as an instrument bag. 
Tests are made quickly and easily 
because of such typical Visette 
features as all accessories right at 
hand in the cover compartments 
... automatic grounding by push- 
button control... lead selection 
by simply turning a knob, with 
automatic stylus stabilization be- 
tween leads . . . “double-check” 
standardization signals . . . in- 
stantly visible, inkless record 
made by a heated stylus . . . con- 
venient “writing table” surface 
for making test notations on the 
record. And Visette performance 
stays accurate and reliable, as a 
result of rugged mechanical con- 
struction... the use of modern 
electronic components including 
transistors and aircraft type rug- 
gedized tubes . . . and a smaller, 
more durable recording assembly. 

If, like this growing number of 
your colleagues, you feel your 
practice would benefit by such 
convenient ‘cardiography, ask your 
local Sanborn Representative for 
complete information and a Visette 
demonstration. Or for descriptive 
literature, write Sanborn Com- 
pany, attention Inquiry Director. 


‘more than 2000 doctors already know 


the convenience and value of “Viserte” 'cardiography 


Sanborn Model 300 Visette electrocardio- 
graph $625 delivered, continental U.S.A. 


SANBORN 
COMPANY 


MEDICAL DIVISION Model 51 Viso-Cardiette, “office standard” 
175 WYMAN STREET, 
WALTHAM 54, MASS. 
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Pla Cc i CW nuages your patient to slee 


(ETHCHLORVYNOL. ABBOTT) a 2 


AN INDISCRIMINATE 
KILLER, TOUCHING 


eacl eeee THE YOUNG OR OLD 


The “well-informed” patient can help you, by helping himself. For reliable information 
on this subject, have your patients read: 


A collection of Hygeia articles: The War Against Heart Diseases Still Rages, Hearts in the 


HEALTHY HEARTS Breaking, Preventing Heart Attacks, Heart Diseases of Middle Life. 20 pages, 20 cents 


In relation to overweight, hardening of the arteries, high blood pressure, blood clots, 


STROKE diabetes. by William W. Bolton, 8 pages, 15 cents 


Covering types of attacks, symptoms, relief and heart diseases. by Walter Modell, 
12 pages, 15 cents 


HEART ATTACK 


A KITCHEN FOR THE Designed for the cardiac housewife, but the work-saving ideas can be applied in any 
“TAKE-IT-EASY” COOK kitchen. Illustrated. by Anna May Wilson, 16 pages, 20 cents 


Write to: ORDER DEPARTMENT 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET ¢ CHICAGO 10 ¢@ ILLINOIS 
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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases. 


Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative** and gram-positive*!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,+1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. E: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med, 99:744, 1957. 
(5) Holloway,"W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, PB. S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN 
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IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


CHLOROMYCETIN 88% 


ANTIBIOTIC 56% 


ANTIBIOTIC D 53% 


0 ti 80 100 


*Adapted from Ditmore and Lind.’ Organisms tested were isolated from stools of 48 patients. 
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meprobamate 
prolonged 
release 
capsules 


Evenly sustain relaxation of ‘mind and muscle round the clock 


TABLET THERAPY 
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MEPROSPAN THERAPY 
‘ L 
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TABLET THERAPY i j 
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TWO MEPROSPAN CAPSULES AT BEDTIME 
PROVIDE UNINTERRUPTED SLEEP THROUGH- 
OUT THE NIGHT, 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS 
CLE SPASM THROUGHOUT THE DAY. 


# maintains constant level of relaxation 
= minimizes the possibility of side effects 
«simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12h. 
Supplied: Bottles of 30 capsules. 


Each capsule contains : 
Meprobamate ( Wallace) . 200 mg. 


2-metnyl-2-n-propyl-1,3-p 


Literature and samples on request. 
"WALLACE LABORATORIES, New Brunswick, N. J. 
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FOR BACK SUFFERERS 
who drive cars 


HERE’S PROPER SPINAL SUPPORT AND FIRM UNDERSEATING 


THE NEW MARK-FORE ADJUSTABLE 


Obesity, pregnancy, arthritis, sciatica, slipping 
and degeneration of discs, abdominal surgery, 
postural strain — for these, and similar com- 
plaints involving the musculo skeletal system, 
particularly of the lower back, the Mark-Fore ad- 
justable Back-Aide was scientifically designed. 

While seats in the modern automobile are ad- 


BACK-AIDE FEATURES 3 SIMPLE 
ADJUSTMENTS FOR INDIVIDUAL 
FITTING AND PERSONAL COMFORT. 


1. Adjusts for individual 
sitting height 
and figure type. 


Adjusts for degree of 
firmness of support 
in low-back area. 


3. Adjusts to upright position 
for full-view vision. 


justable, there is not sufficient adaptability to the 
variations in the anatomy of people, their differ- 
ences in height, body type, and variations in the 
relative length of their limbs and trunk. The Mark- 
Fore adjustable Back-Aide, however, can be 
quickly fitted to and by the individual, and easily 
readjusted to any changing needs. 


The Mark-Fore adjustable Back-Aide will soon be available in leading department stores throughout America. 


SPECIAL OFFER TO DOCTORS: Send this coupon today for a Mark- 


Fore adjustable Back-Aide at the professional price of $7.50 postpaid 
(regular retail price: $12.95), and/or descriptive literature for dis- 
tribution to patients. Each Mark-Fore adjustable Back-Aide is con- 
structed of Fiberglas mesh with a special alloy steel frame and 


luxurious Lum-Puf Saran and heavy vinyl leatherette. 


@ 
MARK & FORE 


BACK-AIDE 


ADJUSTABLE 


MARKET FORGE COMPANY EVERETT 49, MASSACHUSETTS 


Please send me a Mark-Fore adjustable Back-Aide at 
the professional price of $7.50 postpaid in the fol- 
lowing color combination: 

IWwory & Gold. Ebony & Silver. 
0 Check Enclosed. D Bill Me. 


CD Please send me descriptive literature 
for distribution to patients. 


STATE: 


Te be sent to: Market Forge, Everett 49, Mass. Dept. 585 
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Regardless of the diet 
your patient requires... 
low fat...low calorie... 
restricted fiber...high 
protein...bland... 


or low purine... 


is basic, integral, compatible, 


easily digested, low in fat, 
virtually free from fiber... 
an excellent vehicle for 


other foods. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive Chicago 4, Illinois 
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SMITH KLINE & FRENCH LABORATORIES + PHILADELPHIA 1 


ESTABLISHED 1841 


A preferred form of iron therapy 
in the nation's hospitals 


and why 


Dear Doctor: 


Over the years, more Feosol® (exsiccated ferrous 
sulfate) has been used in American hospitals 
than any other iron preparation. 


This is why: (1) Ferrous sulfate is a most 
effective form of iron. (2) 'Feosol' is a superior 
presentation of ferrous sulfate. (3) 'Feosol', and 
'Feosol' alone, is all that is required to correct 
simple iron deficiencies. (4) The cost of 'Feosol' 
therapy is very low. 


Try 'Feosol' in your private practice as well 
as in the hospital. You will find that it produces 
a satisfactory reticulocyte response in one week, 
and a rise in hemoglobin which often averages more 
than 1% a day. 


Very sincerely, 


President 


— 


SUPPLIED: 

; CAPSULES contain 250 mg. tetracycline HCi 
equivalent (phosphate-buffered) and 250,000 

units Nystatin. ORAL SUSPENSION (cherry- 


mint flavored) Each $ ce, teaspoonful contains 
«125 img. tetracycline equivalent (phos- 


. phate-buffered) and 125,000 units Nystatin. 

‘ Basic oral dosage (6-7 mg. per Ib. sudy weight 
‘per day) in the average adult is 4 capsules or 


wp. of V per day, equivalent 


1 Gm. of Achnomycm V. 


AcCHROSTATIN V combines AcHromycint V 
_..the new rapid-acting oral form of AcHromycint a 
Tetracycline ... noted for its outstanding 
effectiveness against more than 50 different infections 
_.. and NYsTATIN ... an antifungal specific. 
ACHROSTATIN V provides particularly effective 
therapy for those patients prone 

to monilial overgrowth during a protracted course 

of antibiotic treatment. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. N. 
TR Pat. 


V with NYSTATIN 
Combines ACHROMYCIN it 
x 
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THE CHICAGO MEDICAL SOCIETY 


Announces Postgraduate Courses to be held at the 
Hamilton Hotel in Chicago 


MEDICINE 
October 27-31, 1958 


SURGERY 
November 3-7, 1958 


Both courses open to physicians in good standing 
in their local medical societies 


Fee $75.00 each course 
Committee on Postgraduate Medical Education 


CHICAGO MEDICAL SOCIETY 
86 East Randolph Street, Chicago 1, Illinois 


THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistant-Residency in Obstetrics to graduates of Class 
A medical schools who have completed a one-year general internship. 
Residents in obstetrics and gynecology are chosen from this group. 


AMERICAN BOARD CREDIT 


Room, board and $75.00 monthly allowance. 
1336 Newberry Avenue Chicago 8, Illinois 


FORT LAUDERDALE BEACH HOSPITAL 
125 N. BIRCH RD. 
FORT LAUDERDALE, FLORIDA 
A modern hospital for gen- 
eral medical care, with excel- 
lent diagnostic, therapeutic and 
rehabilitation facilities. 


Lovis L. Amato, M.D. Med. Dir. 


COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


Intensive Postgraduate Courses 
Starting Dates—Spring & Summer, 1958 


SURGERY— 
Surgical Technic, Two Weeks, May 12, June 16 
Surgery of Colon and Rectum, One Week, May 5, June 2 
Treatment of Varicose Veins, May 5, June 2 
Gallbladder Surgery, Three Days, June 2 
Surgery of Hernia, Three Days, June 5 
General Surgery, Two Weeks, May 5; One Week, May 12 
Fractures & Traumatic Surgery, Two Weeks, June 9 
Breast & Thyroid Surgery, One Week, May 5 


GYNECOLOGY & OBSTETRICS— 
Office & Operative Gynecology, Two Weeks, June 2 
Vaginal Approach to Pelvic Surgery, One Week, July 14 
General & Tunates! Obstetrics, Two Weeks, June 16 


MEDICINE— 
General Review Course, Two Weeks, May 12 
Electrocardiography, One Week Advanced Course, June 16 
Hematology, One Week, June 2 
American Board Review (For Part I Only), One Week, 
September 29 


PEDIATRICS— 

Neuromuscular Diseases; Cerebral Palsy, Two Weeks, July 7 
DERMATOLOGY— 

Clinical & Didactic Course, Two Weeks, May 5 


RADIOLOGY— 
Diagnostic X-Ray, Two Weeks, June 9 
Clinical Uses of Radioisotopes, Two Weeks, May 5 


CYSTOSCOPY— 
Ten-Day Practical Course, by appointment 
TEACHING FACULTY— 
ATTENDING STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 
707 South Wood Street, Chicago 12, Illinois 


ALCOHOLISM 


An Important Problem 


Here is a series of six outstanding articles concerning one of our pres- 
ent day’s most pressing problems—ALCOHOLISM. Written by top- 
notch authors in the field of health education, all of these articles 
have appeared in TODAY'S HEALTH, published by the A. M. A., and 
cre available in one booklet for only 50¢. The titles include: 


How to Help a Probiom Drinker. 
The Treat ft of Aix holi 


The Conditioned Reflex Treatment. 
Alcohol and Cirrhosis of the Liver. 
Institutional Facilities for Treatment 


Alcoholics Anonymous. 


Write today for this interesting and informative series. 
Address your request to the 


ORDER DEPARTMENT 


American Medical Association 
535 N. Dearborn St., Chicago 10 


SECLUSION | Est. 1909 MATERNITY 


FAIRMOUNT 


Private sanitarium for the care of a limited 
number of unfortunate girls. Rates reason- 
able. In certain cases work given to reduce 
expenses. Certified obstetrician in charge. 
All adoptions, if desired, ore orranged thru 
the juvenile court of K. C. Early entrance 
advised. All d dential 


W rite ‘oF phone 
Grace Schroer, WA 3-3577 
4911 E. 27th St.—K. C., Mo. 


PRICE LIST OF 


Health Publications 


Send for a free catalog listing publications of the American Medical 
Association dealing with community health, personal hygiene and sani- 
tation. Listed are posters, pamphlets and other publications of interest 
to the public. Help encourage the maintenance of good health in your 
community. 


American Medical Association, 535 North Dearborn St., Chicago 10 


BELLEVUE PLACE 
for 


Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


23 YEARS 
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BECAUSE HE 
NEVER DELIVERS 
A STANDARD MODEL... 


No two babies are exactly alike .. . every baby is an 
individual. Determining the individual needs of the newborn 
is a matter that should be left solely to the baby’s 

physician, who understands those needs best. 


This is why so many physicians rely on evaporated 


milk as an ideal base for infant formulas. 


Flexible beyond any ready-made preparation for infant feeding, 
evaporated milk enables the physician to determine the type 
and amount of carbohydrate, the degree of dilution 


of each baby’s formula. 


Evaporated milk provides the sound base of vital whole- 
milk nourishment with the higher level of protein 


recommended when infants are bottle-fed. 


50 million babies have thrived on evaporated milk. 


PET EVAPORATED MILK — 


PET MILK COMPANY *ARCADE BUILDING ¢ ST.LOUIS I;MISSOURI 


WY 
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EVAPORATE? 


you can Clear topical infections promptly with 


NEO-POLYCIN: 


... because Neo-Polycin provides 3 preferred topical antibiotics 


neomycin /pacrrRacin /POLYMYXIN 


in the unique Fuzene® base which releases greater antibiotic concentrations 


than do ordinary grease-base ointments. 


NEO-POLYCIN covers the entire range of bacteria most often 
found in topical lesions... has a low index of sensitivity...averts 
the risk of sensitization to lifesaving antibiotics, since the antibi- 
otics used in Neo-Polycin are rarely used systemically...is mis- 
cible with blood, pus and tissue exudates without loss of efficacy. 


Each gram of Neo-Polycin Ointment contains 3 mg. of neomycin, 8000 units 
of polymyxin B sulfate and 400 units of bacitracin in the unique Fuzene 
(polyethylene glycol diester) base. Supplied in 15 Gm. tubes. Also supplied as 
Neo-Polycin Ophthalmic Ointment (anhydrous, lanolin-petrolatum base) in 
Y% 02. tubes. *Trademark 


PITMAN-MOORE COMPANY : ioianapotis, INDIANA 


DIVISION OF ALLIED LABORATORIES, INC. 
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nutritional rehabilitation / not well, but well fed 


he'll be back with the family soon 


he’s being well fed with 


Sustagen’ 


Therapeutic food, Mead Johnson 


powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 


The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare flavorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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